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WHAT SHOULD A PATIENT WITH 
ARTHRITIS EAT? 


WALTER BAUER, M.D. 


BOSTON 


A time-honored question with physicians as weil as 
with laymen is What should a patient with arthritis 
eat? If the type of diet prescribed for patients with 
arthritis is any criterion in answering this question, 
one is forced to conclude one of two things: (1) that 
the diet indicated varies considerably from patient to 
patient or (2) that there exists no unanimity of opinion 
concerning the correct dietary for an arthritic patient. 


CLASSIFICATION AND DIAGNOSIS OF JOINT DISEASES 


Any discussion of the dietary in arthritis cannot be 
adequately presented without stressing the fact that 
an accurate diagnosis is the first requisite. In other 
words, the physician’s first duty, when confronted with 
a patient complaining of symptoms referable to the 
skeletal system, is to determine whether or not the 
patient has arthritis, and if so, what type. 

Therefore, some simple, workable classification of 
joint disease should be followed by all. The one that 
I employ is a slight modification of that proposed by 
Allison and Ghormley,’ which is based on the pathologic 
changes and the etiologic agent. 


CLASSIFICATION OF JOINT DISEASE 
I. Origin known: 
1. Traumatic: 
Synovitis. 
Loose bodies and cartilages. 
Sprains, etc. 
2. Bacterial agent: 
Tubercle bacillus. 
Gonococcus. 
Staphylococcus. 
Streptococcus. 
Pneumococcus. 
Meningococcus. 
Typhoid bacillus. 
Dysentery organisms : 
Amebic. 
Bacillary. 
Spirochete of syphilis: 
Acquired. 
Congenital (tenosynovitis syphilitica). 
Influenza bacillus. 
Brucella organisms. 
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at the Eighty-Fifth Annual Session of the American Medical Association, 
Cleveland, June 14, 1934. : 3 : 
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3. Neuro-arthropathies (Charcot’s joints) : 
Tabes dorsalis. 
Syringomyelia. 
Leprosy, etc. 

4. Metabolic (?): 
Gout. 

5. Constitutional : 
Hemophilia. 
Hysteria. 

6. Anaphylactic: 
Serum sickness. 


II. Origin unknown or uncertain: 

1. Degenerative arthritis: Synonyms: Hypertrophic 
arthritis, osteo-arthritis, type II arthritis. 

2. Proliferative arthritis: Synonyms: Rheumatoid 
arthritis, atrophic arthritis, type I arthritis, and 
chronic infectious arthritis. 

3. Rheumatic fever. 


With such a classification in mind, one should be 
able to differentiate and properly diagnose the various 
arthritides. However, it must be realized that there 
are other diseases in which the patient complains of 
symptoms referable to the skeletal system. There are 
many such diseases, the more common ones being undu- 
lant fever, chronic meningococcus septicemia, osteo- 
arthropathy, low-grade osteomyelitis with multiple foci, 
hyperparathyroidism, myxedema, acromegaly, functional 
disease, and the like. 

Thus, it must be apparent that no specific therapy 
can be prescribed for the patient with skeletal symp- 
toms until he has been thoroughly studied and the proper 
diagnosis made. 


DIETARY IN ARTHRITIS OF KNOWN ORIGIN 
If a patient does have arthritis, what considerations 
should be given to his dietary? In the case of a pafient 
with arthritis of known origin, is there any specific diet 
indicated? In the group of arthritides of known origin, 
the diet indicated is that which would ordinarily be 
prescribed whenever dealing with the particular disease 
or etiologic agent responsible for the arthritis. The 
one exception in this group is the patient with gout, 
when the diet indicated is one of low purine content. 
It is noteworthy that, with the exception of gout, there 

is no specific diet for arthritis of known etiology. 


DIETARY IN ARTHRITIS OF UNKNOWN OR 
UNCERTAIN ORIGIN 
The arthritides of unknown origin represent the types 
of arthritis that have given rise to so much controversy 
concerning the diet in arthritis. Undoubtedly the chief 
reason for such controversy lies in the fact that these 
types of arthritis represent the group of unknown 
etiology and therefore have been subjected to certain 
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dietary regimens and speculations. Without doubt such 
dietary regimens and speculations have been employed 
in order to evaluate their therapeutic effect as well as 
to determine whether or not diet is an important etio- 
logic factor in arthritis of unknown origin. 

The dietary treatment of these two types of arthritis 
will be considered separately, because I look on them 
as being distinctly different disease processes, in no way 
causally related. 


DEGENERATIVE OR HYPERTROPHIC ARTHRITIS 


Degenerative or hypertrophic arthritis is the type of 
arthritis known as senile arthritis, or the “chronic rheu- 
matism’” of the elderly. The association of age and 
chronic traumatism in the production of this type of 
joint disease has long been known.* The name degen- 
erative arthritis °° adequately describes the cartilage 
changes that are always observed in this type of joint 
disease. Probably all other changes in the joints are 
secondary to these primary cartilage changes. The first 
alteration noted is pronounced striation of the articular 
cartilage matrix, then fibrillation of the cartilage and 
the appearance of “crevasses.” At this stage, micro- 
scopic examination reveals that the articular cartilage 
surface has a frayed appearance. The ends of these 
fibrils may become detached, are finally worn down or 
disappear entirely. Pronounced osteoid tissue forma- 
tion may be seen, which later becomes calcified to form 
the marginal osteophytes. The changes in the synovial 
membrane are not characteristic. They are usually 
absent or at best minimal and never show any evidence 
of inflammation. The change in the bone is chiefly 
a thickening of the subchondral plate. Heberden’s 
nodes exhibit all these changes. At the onset Heberden’s 
nodes may appear as red, swollen, at times fluctuant, 
tender terminal phalangeal joints, which ultimately 
appear as hard, ugly, disfiguring nodes which usually 
interfere very little with joint function. 

My associates and I * are of the opinion that degen- 
erative arthritis is the result of the “wear and tear” 
of increasing age and repeated trauma and not the result 
of an inflammatory process, metabolic disturbances or 
endocrine dysfunction, as some workers have con- 
tended.* We further believe that it is in no way related 
to proliferative (rheumatoid) arthritis. We are of 
this belief for the following reasons : 


1. If the patellas of animals are permanently dis- 
placed by an operative procedure without entering the 
joint, intra-articular changes of a type similar to the 
changes. observed in degenerative or hypertrophic 
arthritis are encountered.* 

2. If one examines human joints subjected to unusual 
use or repeated trauma, extensive changes indistinguish- 
able from degenerative arthritis are found, whereas the 





(a) Garrod, A. E.: A Treatise on Rheumatism and Rheumatoid 
Per London, Charles Griffin & Co., 1890. (b) Axhausen, Georg: 
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secans und Arthritis deformans, Arch. f. klin. Chir, 99: 519, 1912. (c) 
Nichols, E. H., and Richardson, F. L.: Arthritis Deformans, J. M. 
Research 21: 149, 1909. (d) Smith-Petersen, M. N.: Traumatic Arthri- 
tis: Histologic Changes in Hyaline Cartilage, Arch. Surg. 18: 1216 
(April) 1929. (e) Knaggs, R. L.: Diseases of the Bone, New York, 
=o Wood & Co., 1926. 

Unpublished data. Bennett, G. A., and Bauer, Walter: Degenera- 
oe Changes in Joints Resulting from Continued Trauma and Increasing 
Age and Their Relation to Hypertrophic Arthritis, Am. J. Path. 9: 951 
aes 1933. Bauer, Walter, in —. on Keefer, C. S.; Parker, 

F, Jr.; Myers, W. K., and Irwin, R. L.: The Relationship Between the 
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4. Crowe, H. W.: Bacteriology and Surgery of Chronic Arthritis and 
Rheumatism, New York, Oxford University Press, 1927. Jones, R. L.: 
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R. L.: Arthritis of the Menopause, in Textbook of Medicine, Philadel- 
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control joint (the opposite joint) shows no changes or 
only minimal changes.* 

3. If roentgenographic, macroscopic and microscopic 
examinations of human knee joints representing various 
ages from the first to the ninth decades are made, one 
notes that, with each succeeding decade of life beyond 
the second, the knee joint shows increasing pathologic 
changes, degenerative in nature and confined for the 
most part to the articular surface. (These joints, at 
least six for each decade, were obtained at necropsy 
from individuals who, so far as we could determine, 
had never had symptoms of joint disease.) In such 
a study one learns that the earliest as well as the most 
advanced lesions observed are identical in kind to those 
commonly spoken of as the characteristic lesions of 
degenerative or hypertrophic arthritis. Arteriosclerosis 
is not an important etiologic agent in producing such 
lesions, because either minimal or marked changes 
may be found in patients with marked peripheral 
arteriosclerosis.* 

If hypertrophic arthritis is nothing more than degen- 
erative joint changes due to the “wear and tear” of 
increasing age and repeated trauma, then what possible 
role can diet play in its treatment? If the symptoms 
complained of are confined to the weight-bearing joints 
and the patient is overweight, a reduction diet is indi- 
cated. In prescribing such a diet, it is essential to main- 
tain an adequate protein and vitamin intake. Such a 
reduction diet should be at the expense of the carbo- 
hydrates and the fats to a point where the caloric 
intake is sufficiently lowered to bring about the required 
weight reduction. Simple weight reduction will often 
result in the weight-bearing joints becoming symptom 
free because the load carried on the joint has been less- 
ened. Thus, one must appreciate that the beneficial 
results obtained with a reduction diet are due to simple 
weight reduction and not due to a reduced carbohydrate 
intake. One must further realize that, at the time the 
marginal osteoid tissue proliferation is taking place, 
the periosteum may become elevated and, in conse- 
quence, pain may result. Once this marginal osteoid 
tissue proliferation ceases and this tissue becomes calci- 
fied, pain may no longer be present. In other words, 
some of the marginal joint changes may be responsible 
for the symptoms, and, once these have become quies- 
cent, these symptoms will disappear. Any treatment 
including dietary may therefore be given the credit 
for beneficial therapeutic results, whereas the improve- 
ment may well be due to the natural evolution of some 
of the joint changes. This may well be the case in 
Heberden’s nodes, which, as previously stated, are ten- 
der and painful in the earliest stages, whereas they 
subsequently become quiescent. 


PROLIFERATIVE OR RHEUMATOID ARTHRITIS 

Rheumatoid arthritis still remains a disease of 
unknown etiology. The fact that most of the people 
with rheumatoid arthritis have very pronounced con- 
stitutional symptoms has led most workers to believe 
that the joint symptoms are only a part of a disease 
that is constitutional in nature. There probably are 
many factors that are causally related and responsible 
for this disease syndrome. Certain clinical and labora- 
tory observations suggest that infection plays a role. 
Whether infection is the most important etiologic agent 
cannot be stated with certainty. If it were, one might 
argue that the constitutional symptoms of patients so 
afflicted are merely a constitutional expression resulting 
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from the same infection. The answer to such questions 
must await the results of further investigations into the 
etiology of rheumatoid arthritis. 

The pathology of the joints in this type of arthritis 
has been studied quite extensively by Nichols and Rich- 
ardson,”* Hare * and others.t These changes consist of 
proliferation of the synovial membrane and connective 
tissues of the subchondral bone spaces, round cell infil- 
tration, increased vascularity and bone atrophy. The 
most marked and constant feature of the joints is that 
of proliferation; all other changes are secondary to it. 
Proliferation of the synovial membrane and of the 
connective tissue of the subchondral bone spaces is 
usually present. Destruction of the articular cartilage 
results if the proliferating synovial membrane called 
pannus grows over and eventually invades it. Invasion 
of the articular cartilage from below similarly results 
because of connective tissue proliferation in the sub- 
chondral bone spaces. These changes have been inter- 
preted by some workers as being due to infection. The 
important thing to remember is that the intra-articular 
changes in rheumatoid arthritis are in no way similar 
to those of degenerative arthritis and are not causally 
related. It is true that the joints of an individual 50 
or 60 years of age show the changes characteristic of 
degenerative arthritis as a result of the “wear and tear” 
of increasing age. Rheumatoid arthritis may at some 
later date develop in such an individual. If it does 
and if a joint so affected is examined, one will find 
the characteristic pathologic changes of both rheumatoid 
and degenerative arthritis. Furthermore, rheumatoid 
arthritis with the characteristic periarticular swelling 
of the midphalangeal joints (spindle fingers) may later 
develop in a person with Heberden’s nodes and thus the 
telltale evidence of both diseases may be present. Rheu- 
matoid arthritis may result in sufficient joint change so 
that the joint is no longer a stable joint. As a result 
of this mechanical instability, the joint may be sub- 
jected to increased trauma as well as “wear and tear,” 
and in consequence one will find degenerative changes 
as well as the intra-articular changes of rheumatoid 
arthritis. However, such instances and observations are 
no reason or proof of the unitarian theory held by some 
workers.® The examples just cited represent nothing 
more than the existence of two diseases in one 
individual. 

One of the most important things to be remembered 
concerning rheumatoid arthritis is that the disease is 
characterized by remissions and relapses. Therefore, 
one will always find it difficult to evaluate the form of 
therapy employed because one is always confronted 
with the question Is the improvement due to the treat- 
ment employed, or are we dealing with a natural remis- 
sion occurring during the time a specific form of therapy 
was used? During a remission, a patient may become 
absolutely symptom free; but as a rule there are certain 
residual aches and pains. Many factors seem to play 
a role in precipitating a relapse or bringing about a 
remission. Remissions may last months or years. 
Because a disease characterized by remissions is being 
dealt with, one should be most cautious in speaking of 
cures. Certainly one should allow for a lapse of at least 
five years, preferably ten, before a patient is pronounced 
cured. 
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As previously stated, the question of the correct 
dietary to be employed in treating patients with rheu- 
matoid arthritis has long been a subject of much con- 
troversy. In consequence, the medical literature contains 
many papers concerning “the dietary treatment of 
rheumatoid arthritis.” Many of these reports reveal 
that the essential controls were omitted, and therefore 
a volume of otherwise valuable work is rendered invalid. 

The following is a list of the diets that are being 
prescribed for patients with rheumatoid arthritis: 
(1) omission of the so-called acid fruits and vegetables, 
(2) allowing only one type of food substance at each 
meal (protein, fat or carbohydrate), (3) altering the 
acid-base balance of the diet, (4) omitting from the 
diet foods to which the patient is hypersensitive, (5) a 
low protein diet, (6) a reduced caloric intake and (7) a 
low carbohydrate diet. 

An attempt will be made to evaluate each of these 
dietary prescriptions, if possible on the basis of : (1) the 
rationale for prescribing them, (2) the results obtained, 
and (3) the deleterious effects that might ensue if 
the prescriptions were adhered to indefinitely. 

Acid Fruits and Vegetables—The omission of the 
so-called acid fruits and vegetables would seem to be 
based more on fancy than on fact. The foods that are 
commonly called acid fruits include tomatoes, oranges, 
grapefruit, lemons and the like. These foodstuffs con- 
tain very weak organic acids, citric and malic acid, which 
are easily oxidized in the body. In great part they are 
present as salts of basic elements, and these are left in 
the blood as alkaline carbonates. Thus, it will be seen 
that acid fruits and vegetables serve as available alkali 
to the body. Furthermore, these foodstuffs represent 
the chief source of vitamin C. They also contain vita- 
min A. They are available the year round and are 
essential to a well balanced diet. Clinical experience 
with a high vitamin diet has not brought forth any con- 
traindication to their use. They should be permitted 
and prescribed. 

Faddists’ Diets —Faddists have hit on the idea that 
one should not eat a mixed diet, contending that the 
presence of protein in the stomach interrupts starch 
digestion. This is a fallacy. There is no significance 
in this interruption. Starch digestion begins in the 
human mouth when mixed with saliva. Digestion is 
interrupted in the stomach when the fluid is acid, since 
starches are digested only in a slightly alkaline medium. 
Starch digestion is resumed in the small intestine, where 
the alkaline pancreatic juice furnishes the necessary 
amylolytic enzyme, the starch-digesting enzyme. There- 
fore the interruption is a physiologic one, occurring 
whether one eats an all starch meal or a mixed meal. 
Furthermore, certain animals—dogs, cats and cows— 
have no starch-digesting ferment in their saliva, but 
they thrive on foods rich in starches. All their starch 
digestion takes place after the food has left the stom- 
ach. It is unlikely that nature put these animals at a 
disadvantage in this respect.’ 

Acid-Base Balance of Diet—Some physicians occa- 
sionally prescribe a basic diet in rheumatoid arthritis 
because of the “tendency to an acid system.” The “acid 
system” is a myth. As L. J. Henderson points out, 
“Neutrality is a definite, fundamental, and important 
characteristic of the organism.” One need make no 
conscious effort to maintain a basic diet in an arthritic 
person any more than in the normal one. A weil bal- 


7. McCollum, E. V., and Becker, J. E.: Food, Nutrition and Health, 
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anced, well mixed, adequate diet in no way disturbs 
the acid-base balance of the body. 

Detection of Food Hypersensitivity. — There are 
doubtless certain human beings who are hypersensitive 
to certain foods. In such instances there is usually a 
family history of allergic disease or the patient him- 
self may be subject to asthma, hay fever, eczema or 
urticaria. If one suspects that a patient with rheuma- 
toid arthritis is hypersensitive to certain foods and 
that this hypersensitivity to food is causally related 
to his arthritis, one can verify or disprove this assump- 
tion by carrying out certain simple tests. The responsi- 
ble food may be found if the patient will keep an 
accurate diary of symptoms and of what he has eaten. 
Skin tests may give a hint as to the offending food, but 
ordinarily they are of little use. In a suspected case, 
the simplest experiment to carry out would be to have 
the patient live on only a few foods such as meat, rice, 
butter and sugar, and, if improvement is noted, other 
foods may be added one at a time. In this way, any 
foods which repeatedly result in an exacerbation of 
symptoms may be suspected of being causally related. 
I have never seen a patient with rheumatoid arthritis 
due to food hypersensitiveness. Any such experiment 
would have to be very carefully controlled before being 
interpreted as conclusive. 

A Low Protein Diet——The prescribing of a low pro- 
tein diet is a relic from the days when rheumatoid 
arthritis was confused with gout. There is no justifi- 
cation for the limitation of proteins in the dietary of 
a patient with rheumatoid arthritis. There are many 
reasons why it should be liberal, such as the maintenance 
of a normal serum protein level, supplying iron, as well 
as the “antianemic”’ principle. 

A Reduced Caloric Intake.—Certain workers * claim 
that the employment of a low caloric intake for a lim- 
ited period of time is occasionally of distinct value. 
Under well controlled experimental conditions * we have 
never been able to demonstrate any beneficial results 
from either a starvation or a semistarvation diet. Cer- 
tainly it should never be tried in undernourished 
patients or persons with any complication such as fever 
or anemia. When a reduced caloric intake is employed, 
the experimental conditions must be extremely well 
controlled if one is to attach any significance to observed 
improvement. 

Carbohydrate Restriction—Probably the one dietary 
restriction most frequently imposed on the patient with 
rheumatoid arthritis is a reduction of carbohydrates. 
The rationale of such a dietary is based on the follow- 
ing: (1) that a high percentage of rheumatoid arthritis 
patients have abnormalities of the colon and that such 
abnormalities are corrected by employing a low carbo- 
hydrate, high vitamin diet, particularly high in vita- 
min B,’° (2) that these patients have difficulty in 
utilizing starches,"* (3) that patients with rheumatoid 
arthritis have a “delayed sugar” removal from the blood 
following the ingestion of 100 Gm. of dextrose, (4) that 
a patient with rheumatoid arthritis improves on a low 
carbohydrate diet per se.* Each of these points will 
be discussed separately. 
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We ® are in agreement with Archer ® and Haft ’ that 
there is no evidence to sustain the suggested theory that 
the observed colonic abnormalities are in any way speci- 
fically related to the disease rheumatoid arthritis. We 
further believe as they do that the incidence of such 
colonic abnormalities is no higher than one observes 
in a similar series of nonrheumatic cases. They prob- 
ably represent “a manifestation of chronic disease states 
rather than a condition peculiar to chronic arthritis.” 

Carbohydrate indigestion and inability to utilize 
starches properly have been offered as evidence in favor 
of a low carbohydrate diet for rheumatoid arthritis. 
Carbohydrate indigestion is probably a relatively rare 
disorder. Many of its supposed symptoms are very 
similar to those seen in functional disorders of the 
gastro-intestinal tract, which are quite common in the 
patient with rheumatoid arthritis. One will obtain a 
much clearer understanding of both carbohydrate indi- 
gestion and functional gastro-intestinal disturbances 
with the reading of Alvarez’s writings, particularly his 
book on nervous indigestion. Any physician will profit 
by acquainting himself with this book. The finding of 
starch granules in the stool *! is at best only suggested 
evidence of the inability to utilize starches, unless the 
starch-containing foods ingested by the arthritic and 
the normal subject are well controlled. If there is an 
inability to utilize starches, it must be due to a dimin- 
ished secretion of the amylolytic enzyme. I am unaware 
that such a diminished secretion has ever been demon- 
strated in arthritic patients. 

Demonstration of a “delayed sugar removal” from 
the blood has also been offered as evidence in favor of 
employing a low carbohydrate diet in patients with rheu- 
matoid arthritis.* This evidence is offered as strongly 
suggesting that, “whether or not any additional mecha- 
nism be concerned, denial to the muscular tissues of 
their usual degree of contact with the circulating blood 
interferes with the withdrawal of glucose so that when 
sugar is fed a ‘lowered tolerance’ results. This clearly 
suggests that circulatory changes contribute to the 
pathology of arthritis.” A diminished sugar tolerance 
curve has not been demonstrated by some workers.** 
Archer ® states that, “in typical cases of rheumatoid 
arthritis, no evidence of a diminished sugar tolerance 
was demonstrated.” In the routine work up of each 
patient with rheumatoid arthritis ® we do an arterial- 
venous sugar curve following the ingestion of 100 Gm. 
of dextrose. We have noted that the high point in the 
curve often goes above what is considered normal, yet 
the majority of the curves are back to the fasting blood 
sugar level by the end of the third hour, always by 
the fourth. This higher type of curve would seem to 
be due to a delayed sugar removal, as shown by the fact 
that the arterial-venous separation at the peak of the 
curve is less than that observed in normal persons. The 
delayed sugar removal does not allow one to conclude 
that there exists any abnormality of carbohydrate utili- 
zation. In fact Cecil, Barr and Du Bois?* demon- 
strated a normal rate of utilization of ingested carbo- 
hydrates in the series of cases that they studied. The 
combination of a lowered metabolic rate and a delayed 
sugar removal is cited as reason for decreasing “the 
metabolic load,” and this is best accomplished by a 
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reduction of carbohydrates. <A_ significant lowered 
metabolic rate is seldom encountered in patients with 
rheumatoid arthritis.° Du Bois ** sums up the situation 
by stating that the change in basal metabolism is such 
as might be expected in a crippling disease in which 
patients are forced to lead sedentary lives and remain 
bedridden. Various workers,'® making duplicate blood 
sugar curves on the same individual, have considered 
that any lowering of the second curve was the result 
of the treatment employed. However, Lennox,’* who 
has had a very unusual experience with repeated blood 
sugar curves on the same individual, points out that 
he is loath to conclude that a lowered second curve is 
necessarily due to the treatment or the therapeutic pro- 
cedures employed. Granted that a delayed removal may 
exist secondary. to circulatory changes, what evidence 
has one that restriction of carbohydrates will favorably 
influence the disease with which the patient is afflicted ? 
There are other diseases in which an associated delayed 
sugar removal can be demonstrated, such as hyperten- 
sion?® and endocrine disturbances,’® yet we do not 
restrict the carbohydrate intake. 

One can always argue that clinical experience proves 
that a low carbohydrate diet is efficacious in treating 
patients with rheumatoid arthritis.* Certain workers *° 
disagree with such a statement. As previously pointed 
out, much valuable therapeutic information concerning 
rheumatoid arthritis has become invalid because of fail- 
ure to control adequately the experimental conditions. 
Therefore, before any dietary treatment is instituted, 
the patients must be in a “steady state.” If, under such 
conditions, improvement is observed with great regu- 
larity, one may be led to suspect that the improvement 
is the result of the treatment. 

What evidence has one that these patients may 
improve on a high carbohydrate intake? Lockie and 
Bowen * have been kind enough to allow me to quote 
from their experience with high carbohydrate diets in 
patients with rheumatoid arthritis. They have had 
under observation four “extreme cases” on a mixed 
diet containing from 450 to 525 Gm. of carbohydrate 
daily for from two to five months each and during 
this time have observed improvement. The only other 
treatment employed was light physical therapy and ton- 
sillectomy in one patient. They state: “Certainly the 
high carbohydrate diet has had no harmful effect. »We 
believe some of the improvement which we have seen 
may be attributed to the general improvement in nutri- 
tion.” Dawson writes: “We have repeatedly put clinic 
patients on a restricted carbohydrate diet and then on 
an unlimited carbohydrate intake. As you can well 
imagine, the patients have always done better under 
optimal nutrition.” He instructs his patients “to eat 
a well balanced diet consisting of everything and any- 
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thing well tolerated, especially fresh fruit and vege- 
tables.” He further states: “There are few rheumatoid 
arthritis patients whom I would rather treat than those 
whose nutrition has been maintained in a faulty state 
on a low carbohydrate diet.”” My experience * has been 
similar to that just quoted. 

I therefore am of the opinion that one is not doing 
wrong to prescribe a well balanced, adequate diet for a 
patient with rheumatoid arthritis. Careful dietary his- 
tories obtained from our series of rheumatoid arthritis 
patients * reveal deviations and abnormalities similar to 
those observed in the average American dietary; 
namely, a high carbohydrate intake in a large percent- 
age, an inadequate protein intake in a fair percentage, 
and a low intake in calcium, phosphorus, iron and vita- 
mins in a large percentage. In order to overcompensate 
for the inadequacies that exist in the average American 
dietary, even though we have no’ proof that it is a 
deficiency disease, we advise observance of the follow- 
ing dietary to patients with rheumatoid arthritis: A 


An Example of the Diet Frequently Given to a Patient with 
Rheumatoid Arthritis 
Breakfast: 
Fresh fruit—average serving 
Orange or grapefruit juice—1 glass 
Eggs—2 
Bacon—3 slices 
Rye bread toast—1 slice 
Butter—2 squares 
Coffee with 40% 
Dinner: 
Clear soup or broth 
Meat or fish—average serving 
Vegetable—average serving 
Fruit. or vegetable salad with mayonnaise 
Extra vegetable—average serving 
Milk or buttermilk—1 glass 
Rye bread—1 slice 


cream 


Butter—2 squares 
Fruit dessert 
Supper: 


Tomato juice—6 ounces 

Liver, chicken or lamb chop—average serving 
Vegetable, cooked—average serving 

Fresh vegetable, as lettuce, tomatoes, celery, etc. 
Rye bread—1 slice 

Milk or buttermilk—1 glass 

Fruit dessert 


1. Sugar, bread and other desserts would be allowed in this dietary if 
the patient were not overweight. 

2. In addition to the above, we usually prescribe cod liver oil or one 
of the cod liver oil concentrates, as well as some one of the 
vitamin B concentrate preparations. 


high vitamin, high caloric (unless they are overweight ) 
diet, adequate in respect to calcium, phosphorus and 
iron. In order to insure an adequate intake of vita- 
mins A, D and B, we often prescribe cod liver oil or 
one of the vitamin A and D concentrates as well as 
a vitamin B concentrate. We advise restriction of 
carbohydrate intake for indicated weight reduction or 
when the maintenance of an adequate dietary is impos- 
sible because of the high carbohydrate intake. If such 
a diet contains too much roughage for the patient, it 
must be reduced but not at the expense of vitamins. 
In some arthritic patients with functional disturbances 
of the gastro-intestinal tract, it may be necessary to 
institute a soft diet which satisfies these requirements. 
This can best be done by following Alvarez’s soft diet 
or some modification of it. 

It is well for every physician to remember that there 
is no specific therapy for rheumatoid arthritis and that 
every one treating these patients should study them 
carefully, correct all abnormalities, treat the patient as 
a whole and observe the effect on the course of the 
disease. 

Therefore, in treating patients with rheumatoid 
arthritis, one should always give them a list of specific 
instructions to follow. A copy of a high vitamin, high 
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caloric (if indicated) diet, adequate in respect to cal- 
cium, phosphorus and iron, in the form most suitable 
considering all factors, should be given to each patient. 
The list should also contain instructions pertaining to 
the taking of vitamin concentrates, rest, exercises, physi- 
cal therapy or any procedure or therapeutic agent to be 
employed. All this enables the patient to carry out 
one’s instructions to the last detail. Furthermore, such 
a regimen makes the patient realize that some one is 
genuinely interested in all the details pertaining to his 
life and his disease. This in turn often has a very 
beneficial effect on the patient’s morale. Once it has 
improved, the patient is encouraged and makes an 
extreme effort to overcome his handicaps and fight his 
disease. 
CONCLUSIONS 

1. The first requisite in treating each patient with 
skeletal symptoms is to determine whether or not the 
symptoms are due to arthritis and, if so, to determine 
the type of arthritis. Not until this has been done 
should one attempt to prescribe a diet. 

2. There is no specific diet for patients with arthrit- 
ides of known origin other than the dietary which 
would ordinarily be prescribed whenever the particular 
disease or etiologic agent responsible for the arthritis 
is dealt with. Gout is the one exception. 

3. Degenerative and rheumatoid arthritis represent 
the diseases one ordinarily thinks of as chronic arthritis. 
They are not causally related or due to the same etiologic 
agent. 

4. (a) In degenerative arthritis, diet is indicated 
only in the presence of obesity, and then it should be 
sufficiently low in calories to allow weight reduction 
but adequate in every other respect. 

(b) There is no evidence to prove that a low carbo- 
hydrate diet is indicated in rheumatoid arthritis, nor 
is there any proof that it is efficacious in curing the 
disease. Patients with rheumatoid arthritis should eat 
a diet high in calories (unless they are overweight), 
high in vitamins and adequate in respect to calcium, 
phosphorus and iron. 


ABSTRACT OF DISCUSSION 


Dr. L. Maxwe tt Lockir, Buffalo: Dr. Bauer has sounded 
a timely warning concerning the dietetic treatment of patients 
with rheumatoid or chronic atrophic arthritis. Many of these 
patients will lose weight quickly from their disease and it seems 
unnecessary to cut down the amount of carbohydrates or total 
number of calories unless the symptoms are aggravated. Ina 
group of cases of atrophic arthritis studied by Dr. Bowen and 
myself at the Buffalo General Hospital, no untoward effects 
were noted during the months of observation while a high 
carbohydrate diet was being given, about 500 Gm. of carbo- 
hydrates, 50 Gm. of protein and 50 Gm. of fat. These patients 
were better at the end of the study. None of them were made 
worse. Also during studies on a group of patients with 
typical gout it has been noticed that symptoms of the disease 
could be brought on by the use of a high fat diet. This was 
tried because of the observations of Harding on a group of 
normal women in various stages of pregnancy. He found that 
the blood uric acid would increase while they were given a high 
fat diet. Also Lennox noted that during periods of starvation 
the blood uric acid would mount and that when a high carbo- 
hydrate meal was given it could be brought down to normal 
within a day but that, if a high fat meal was given, no change 
was noted. So it seems that people with typical gout should 
be fed a diet high in carbohydrates and their symptoms should 
be carefully watched if they are given a diet low in carbo- 
hydrates and high in fat. 

Dr. WALTER BAvEr, Boston: A few words of caution may 
be in order. To evaluate any form of special therapy in 
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patients with rheumatoid arthritis, one must have control study 
periods for each patient. The patient should first be treated 
with general measures such as rest, exercises for all joints 
and a well balanced diet until he comes to a steady state at 
which improvement is no longer observed. Once this steady 
state has been reached, one is justified in instituting the par- 
ticular form of special therapy that one is interested in evaluat- 
ing. If, under such conditions, results are obtained with any 
regularity, then and only then is one in a position to suspect 
that the treatment employed was responsible for the results 
observed. The fact must never be lost sight of that one is 
dealing with a chronic disease characterized by remissions and 
relapses and that therefore one must proceed with caution 
before speaking too enthusiastically concerning any special 
treatment. The same facts must be borne in mind when one 
speaks of cures. 





THE TREATMENT OF PERFORATED 
“PEPTIC” ULCERS 


HUGH H. TROUT, M.D. 
ROANOKE, VA. 


This paper deals only with the acute perforations that 
demand immediate operation. It does not concern those 
cases of perforation of marginal ulcers causing gastro- 
colic fistulas, chronic abscesses posterior to the stomach, 
intermittent leakage with blockage to which attention 
was called by Lund? in 1905, or even the forme 
fruste types of perforated ulcers recently described by 
Singer.? 

The deductions reached are largely based on personal 
experience in the treatment of forty-one such cases. 
This experience has been greatly influenced, however, 
by numerous visits to other hospitals, conversation with 
other surgeons, and a careful review of the literature. 
Of course it is generally conceded, even by the most 
radical adherents of the nonsurgically inclined of medi- 
cal men, that surgery offers the best hope of recovery. 
Therefore this discussion will be confined to surgical 
intervention in this condition, as considered under the 
following three headings: 


1. Drainage after closure of the perforation. 

2. Advisability of immediate gastro-enterostomy following 
closure of perforation. 

3. Treatment of perforations on the posterior wall of the 
stomach and duodenum associated with hemorrhage. 


DRAINAGE AFTER CLOSURE OF THE PERFORATION 
The type of closure is a somewhat different problem 
in each individual case. Therefore I shall not discuss 
this further than to state that I have been disappointed 
in finding in the vast majority of cases infiltration and 
other changes so extensive as to present some type of 
pyloroplasty. 

I have been somewhat surprised in visiting various 
clinics to find some of the surgeons making it a rule 
to institute drainage after the closure of the opening, 
regardless of the time elapsing since the perforation, 
the results of smears of the peritoneal exudates, or the 
condition of the peritoneum. 

Replies received from more than 100 surgeons gave 
the following information. These figures are only 
approximately accurate, owing to the fact that many 
of the replies were indefinite. However, these percent- 
ages are sufficiently correct to disclose that there was 
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no uniformity of procedure in the handling of these 
cases of perforation as regards drainage. 

About 20 per cent drain in every case. Most of these 
employ a drain through a remote stab incision. About 
60 per cent drain only in the late cases or in cases in 
which there is evidently definite pus formation. About 
20 per cent close the abdominal wall in every case with- 
out any drainage. In other words, 80 per cent do not 
use drainage as a rule. 

Recently the dictum as regards peritonitis “when in 
doubt, drain” seems well on the way to being supplanted 
by the slogan “when in doubt, don’t drain.” No matter 
what one’s individual views on this changing opinion 
might be, consideration should first be given to the 
nature of the fluid to be drained and the ability of the 
peritoneal cavity to assist in extrusion of the offending 
material. Therefore a study should be made of the 
bacterial flora, the gastric and duodenal contents, and 
the toxic effect of bile and pancreatic secretion in the 
peritoneum. 

A review of the literature discloses that hydrochloric 
acid, even in minute quantities, has an inhibitory effect 
on the growth of bacteria. This work has been done 
many times in different parts of the world with such 
uniform results that to duplicate the experiments would 
be useless. 

To any one interested in this subject the papers of 
the following authors are recommended: Poppens,* 
Klinge,* Krueger, Johnson and Arnold,® Saunders, 
Holsinger and Cooper,’ Onufrio,’ Valdon,® Saunders,’° 
Swift,? Arnold,!? Ricen, Sears and Downing,'* Nedzel 
and Arnold,’** and Furby and Arnold.’® 

Since the bacteria one would expect to find in the 
stomach depend largely on the condition of the mouth, 
teeth and throat, a study of the bacterial flora of this 
locality should be made. It has been frequently dem- 
onstrated in the laboratory that minute quantities of 
hydrochloric acid will inhibit and prevent the growth 
of all such bacteria. 

Numerous investigators have demonstrated by smears 
and cultures taken from the stomach that the higher 
the hydrochloric acid content the less the chances are 
of finding bacteria in the stomach. A clinical example 
of this is to be found in the fact that bacteria are 
frequently found in carcinoma of the stomach with its 
low acidity while they are practically never present in 
the ulcer case with its high acidity. Whether the action 
of the hydrochloric acid only inhibits the growth of 
bacteria or aestroys them is of but little practical impor- 
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tance in deciding on the question whether or not to 
drain. 

Johnson and Arnold * demonstrated the bactericidal 
power of the acidity of the gastric juice in in vivo 
experiments, using dogs. They concluded that the 
“acid-secreting stomach does not seem actually to 
destroy bacteria.” 

Lloyd Arnold ** proved that “there was a correlation 
between the acid-base balance of the contents of the 
lumen of the stomach and the viable bacteria. When 
free hydrogen ions appear, the bacteria within the con- 
tents are nonviable. Bacteria are viable when an acid- 
deficit condition exists.” In other words, the action 
of the acid gastric juice on bacteria has been shown 
to be more bacteriostatic than bactericidal in nature. 

Numerous surgeons have taken smears and cultures 
of the stomach and duodenal contents while doing opera- 
tions for peptic ulcer. These smears and cultures have 
uniformly been negative for bacteria in smears and 
colonies on culture. The following quotation ** is inter- 
esting in this connection: 


Smears made from the gastric contents during 
digestion show a large variety of organisms, gram-positive 
cocci, yeast and sarcinae, sporing bacteria, vibrios, spirochetes 
and leptothrix-like organisms. With the exception of the spore- 
bearing aerobes (B. mesentericus, B. megatherium, B. subtilis), 
which are probably carried in with food, the bacteria are 
largely derived from the mouth. Coliform organisms are rarely 
isolated and are usually of B. lactis-aerogenes type. B. Welchii 
and B. sporogenes may be found along with lactic acid bacilli 
(Boas-Opper bacillus) where there is delay in emptying the 
stomach. Three to four hours after a meal the gastric con- 
tents are practically sterile. 


Stomach. 


In contemplating whether or not to drain it might 
be well to consider the condition of the teeth, tonsils, 
and the like, and if the mouth was found to be foul, 
such a finding might justify drainage of the peritoneum. 

Klinge * considers the gastric mucosa to have a bac- 
terial killing power independent of its hydrochloric acid 
secretion. 

On the other hand, Knott ** has shown that the only 
lethal agent to bacteria in the stomach is the free hydro- 
chloric acid, which, being in an almost completely 
ionized state, provides a high concentration of hydrogen 
ions. On this hydrogen ion the bactericidal power of 
mineral acid depends. He has demonstrated that the 
other secretions of the stomach are not inhibitory to 
infective bacteria. He found that the strengths of free 
hydrochloric acids required to inhibit the subsequent 
growth of various pathogenic bacteria after twenty min- 
utes’ exposure fell within the range of free hydrochloric 
acid values encountered in normal gastric juice. 

I have taken smears of perforated “peptic” ulcers 
and cultures from the peritoneal cavity of twenty-one 
patients but have failed to obtain any definite informa- 
tion. This failure could easily be due to the fact that 
the culture contained some hydrochloric acid. And, in 
addition, my failure to grow cultures might easily have 
been due to not employing the technic of anaerobic 
culture recently worked out by Meleney and his 
co-workers."** 

To any one especially interested in the problem of 
the immunologic and serologic side of peritonitis, the 
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articles of this group of experimenters will be found 
to be extremely instructive. They not only studied the 
subject of peritonitis from an experimental point of 
view but also carefully analyzed clinically 106 cases of 
secondary peritonitis. However, in this group there 
was not a single case of peritonitis due to perforated 
gastric ulcer. There were two due to perforations of 
the duodenum in this group. One of these showed 
no bacteria on culture or smear. The other case showed 
nothing on smear but yielded four different species on 
culture. It is interesting to note the prognostic value 
these workers attach to the comparison of the smears 
of the peritoneal fluid made at the time of operation 
with the cultures—if fewer species appeared in culture 
than were seen on smears the patients all recovered. 

In addition to the inhibitory effect of small quantities 
of hydrochloric acid on the growth of bacteria, the 
bacteriostatic influence of the peritoneum has to be 
considered as a contributing factor in the patient’s 
defense. On the other hand, there is much to be learned 
concerning the synergistic or antagonistic effects of 
multiple bacteria found in peritonitis of different types. 
This has also been fully dealt with by Meleney and 
his associates.*® 

In a recent article, Roberts and Johnson ”° state that 
the aseptic peritoneal cavity is a misnomer. Their 
studies led them to believe that in 80 per cent of 
instances a growth can be obtained from cultures taken 
from within the peritoneal cavity, irrespective of 
whether the patient is male or female or of any clinical 
evidence of intraperitoneal inflammatory reaction. Fur- 
ther, they found that the flora from within the peri- 
toneal cavity differed markedly from the air of the 
operating room and therefore arrived at the conclusion 
that bacteria were normally found in more than 80 
per cent of cases. 

There have been too many peritoneal cavities opened 
without harmful effects, however, for such an obser- 
vation to be of much practical importance, and certainly 
very little possible bearing on the subject of drainage 
in perforated “peptic” ulcers. 

The bacterial flora of the duodenum presents a some- 
what different picture from that normally found in 
the stomach. It is well known that bacteria flourish 
in the duodenum in patients suffering with chronic 
biliary tract and gallbladder disease, provided there is 
a low acidity present. In these cases of perforated 
“peptic” ulcers, however, the acidity is practically 
always excessively high and in the vast majority of 
cases sufficiently high to prevent the growth of bacteria 
even in the duodenum in those cases of duodenal ulcer 
associated with biliary tract disease. In the majority 
of cases the perforation is so close to the pylorus and 
the edema so extensive that it is impossible to state 
accurately whether the ulcer is gastric or duodenal. 

Of course, both bile and pancreatic juices are badly 
tolerated by the peritoneum, but the quantity of either 
of these is so small that they do not present a serious 
problem as regards immediate mortality in these cases. 

Wangensteen *! and Walters and Bollman* have 
described the results of larger collections of bile in the 
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peritoneal cavity. Any one interested in this subject 
will find both of these articles instructive. 

While it might sound like a trivial and unnecessary 
suggestion, still I feel it to be highly important to pro- 
tect the incision with several more layers of gauze or 
towels than are usually employed—a point apt to be 
omitted in the surgeon’s natural desire to close the 
perforation as quickly as possible. 

It is my practice to have an assistant aspirate the 
peritoneal cavity, especially the two lumbar fossae and 
the pelvis, by means of a suction tube, while the opera- 
tor is closing the perforation, and then to close the 
abdomen without drainage. It is not unusual to aspirate 
1,000 cc. or more of fluid. In the exceptional and very 
late case, a lumbar or pelvic puncture drain might be 
an aid. I employ silver wire, after the manner of 
Shipley,?* or some nonabsorbable through-and-through 
sutures in addition to the usual closure, so in case the 
incision is contaminated the skin suture can be removed, 
and pack the incision wide open with some antiseptic 
gauze. Up to the present time the necessity to open 
a contaminated incision has arisen only in three cases— 
two of these patients recovered, and one died. 

In my series of forty-one cases, secondary abscesses 
have developed in four, and the possibility of this post- 
operative complication should be constantly kept in 
mind, for very early incision and drainage of such 
abscesses is essential to the recovery of a patient who 
has previously withstood the demands made on his 
defensive mechanism. One of these four patients with 
secondary abscess died. 

It is my misfortune to have seen in consultation 
four cases in which a drain had been placed some- 
where near the point of closure of the perforation and 
the drain brought out through the incision. Either 
gastric or duodenal fistulas developed in all four of 
these patients, and all died after lingering for days 
discharging irritating fluid through a fistula onto a very 
painful, macerated skin. Perhaps this unhappy experi- 
ence has done much to focus my attention on the 
necessity of not employing drainage in these cases except 
when absolutely necessary, and then to have the drain 
placed remote from the suture line. 


ADVISABILITY OF IMMEDIATE GASTRO-ENTEROSTOMY 
FOLLOWING CLOSURE OF PERFORATION 


For some years many surgeons advocated doing a 
gastro-enterostomy after the closure of the perforation 
in every case in which the patient’s general condition 
would justify such a procedure. Unquestionably, these 
patients had a far more comfortable postoperative 
course with a gastro-enterostomy, but the nasal suction 
tube, as described by Wangensteen,** has done away 
largely with this indication for an immediate gastro- 
enterostomy. 

A few years ago a gastro-enterostomy was generally 
considered by surgeons to be the proper procedure in 
the treatment of duodenal ulcer, but recently the intern- 
ists have certainly demonstrated the great value of 
medical treatment. 

I now feel that, when the patient’s general condition 
is good, the perforation fairly recent and the site of 
ruptured ulcer such as to produce evident obstructive 
symptoms later, a gastro-enterostomy is indicated. 
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However, in the vast majority of cases the less that is 
done to these patients the better are their chances of 
recovery. 

Only three of my patients have had a subsequent 
operation done for pyloric obstruction. In my series 
of forty-one cases a primary gastro-enterostomy has 
been done in eight cases. One of these eight patients 
died. This case might have been unwisely selected for 
further operative intervention rather than the closure 
of the perforation. 


TREATMENT FOR PERFORATIONS ON THE POSTERIOR 
WALL OF THE STOMACH AND DUODENUM 
ASSOCIATED WITH HEMORRHAGE 

In this series I have had three cases of acute perfo- 
ration on the posterior wall, and all three of them were 
associated with repeated massive hemorrhages. All 
these patients died. If I have another similar case I 
shall certainly try the method of Allen and Benedict *° 
and do a partial gastric resection, which they have so 
well described. Any surgeon who has seen one of these 
cases is not favorably impressed with the statement so 
frequently made that “bleeding ulcers don’t perforate 
and perforating ulcers don’t bleed.” Alton Ochsner 
has operated successfully in one such case by the Allen 
and Benedict method. This was done two months ago 
and I am reporting this with his permission. 

Carefully supervised postoperative medical treatment 
is most essential in all cases. In fact, surgery is only 
an aid, though a most important one, in the course of 
the medical treatment of all “peptic” ulcers. 

Only twelve out of the forty-one patients had been 
treated for peptic ulcer previous to admission to the 
hospital. Nine of my forty-one patients have died, or 
a mortality of about 22 per cent. This includes two 
patients who died shortly after admission to the hospital 
without having had an operation. 

The physicians who have referred these patients to 
me have sent them into the hospital at an earlier period 
than is usually done in other localities, and to them 
should be given the credit for this satisfactory showing. 
After all is said and done, the combination of early 
diagnosis and immediate operation contributes most to 
a low mortality rate. 

CONCLUSIONS 

1. Drainage of the peritoneal cavity should be avoided 
if possible. 

2. Continuous gastric suction through a nasal tube has 
decreased the indications for an immediate gastro- 
enterostomy. 

3. Partial gastric resection is the operation of choice 
in those cases of posterior perforations of the stomach 
or duodenum which are associated with massive 
hemorrhage. 

Jefferson Hospital. 

ABSTRACT OF DISCUSSION 

Dr. Roy D. McCuure, Detroit: In 1900 Drs. Harvey Cush- 
ing and L. E. Livingood (Johns Hopkins Hosp. Rep. 9:543- 
591, 1901) published a comprehensive and thorough study of 
the bacteriology of the gastro-intestinal tract, showing the 
bacterial flora at different levels and the time at which they 
were found. The main conclusion, which I think has a bear- 
ing on this subject, was that the bacteria found in the upper 
gastro-intestinal tract depended on the length of time after the 
meal had been taken and the type of bacteria which had been 
in that meal. They also found—thirty-four or thirty-five years 
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ago—that the bacteria which did persist were the streptococci. 
I have gone over a series of cases in the Henry Ford Hospital 
and in seventy-five cases, in all of which drainage was done, 
there was a mortality of 26 per cent, which is 2 per cent higher 
than Dr. Trout’s, which in that small group of cases perhaps 
meant one or two more deaths. In studying the cause of this 
death rate it is hard to arrive at definite conclusions. Of the 
operators in our clinic, one man who was a resident surgeon 
had four cases without a death; another man, an associate of 
mine, had eleven cases with four deaths. I know that it was 
not a matter of skill or of the treatment. There are several 
other factors concerned in the cause of death that perhaps 
should be considered. First, of course, is the length of time 
elapsed since the perforation. I do not believe that is as 
important a point as is the amount of soiling. The amount 
of soiling depends, of course, on the size of the perforation, 
and this determines the amount of adhesions that the omentum 
or intestine makes over that perforation. If it is a large 
sudden perforation there is very little chance of such adhesions 
and there is a great amount of soiling. The third point is 
the one first brought out by Dr. Cushing, the length of time 
after the meal and the type of bacteria present in that meal. 
Another definite factor in the high mortality is the amount of 
surgery done. Dr. Trout has just said that gastro-enterostomy 
or resection should be done at the time of operation. My con- 
clusion is that the less done at the time of operation the better. 
I believe that, with the help of the Rehfuss tube, simple closure 
of the ulcer and drainage (perhaps he is right about no drain- 
age) the patient can be gotten over the immediate shock and 
at a later date, as is now being practiced in our clinic, resec- 
tion or posterior. gastro-enterostomy can be done. 

Dr. J. M. Donatp, Birmingham: I realize that it is unde- 
sirable to attempt to employ any one operation for every case. 
This is especially true in surgery of the stomach or duodenum. 
I should like, however, to discuss the treatment of acute per- 
foration of a duodenal ulcer, on the anterior wall, by a local 
excision followed by pyloroplasty. In the cases seen early, 
even under twelve hours, the duodenum is easily accessible, 
and, in the absence of obstruction, local excision, followed by 
a closure as in pyloroplasty, can be done practically as safely 
as a simple closure. I believe that simple closure should be 
reserved for those cases in which the condition of the patient 
does not warrant any more surgery than is absolutely neces- 
sary, when the perforation has been present for many hours, 
when the duodenum is fixed by adhesions and cannot be easily 
mobilized, and in the presence of obstruction. The advantages 
of a local excision with a pyloroplasty are, first, that the ulcer 
is removed; second, that the pylorus is made larger than it 
was before, relieving the possibility of future obstruction; and, 
third, that the patient has the same chance of a permanent 
cure that he would following the operation for nonperforated 
ulcer. Dr. Judd in a large series of cases’ in 1930 reported 
90 per cent of cures with the excision of nonperforated duo- 
denal ulcer, whereas Gilmour and Saint reported sixty-four 
cases in which they did a simple closure for acute perforation, 
and in 334% per cent over a period of five years a second 
operation was necessary. Another advantage of this operation 
is that by excising this friable, infected, ulcerated tissue sur- 
rounding the perforation, and bringing the normal duodenal 
wall to the stomach and closing it in a transverse fashion, one 
obtains a cleaner and a more satisfactory closure. This opera- 
tion takes but a few minutes longer than the simple closure 
and in a small series in my experience the convalescence has 
been smoother and was followed by fewer complications than in 
those following simple closure. I think that prophylaxis ought 
to be considered as well. Not only do a large percentage of 
the cases give a history of a preexisting peptic ulcer, but the 
history is suggestive of a penetrating type of ulcer. The pain 
is more severe than in the ordinary peptic ulcer. When the 
x-rays show a penetrating ulcer, surgical intervention should 
be urged in order to excise the ulcers before they reach the 
point of perforation. I feel that, if this plan is followed, the 
mortality will be materially lowered. 


Dr. HucuH H. Trout, Roanoke, Va.: I failed to mention 
that a review of the iiterature, as well as my own experience, 
shows that in less than 10 per cent of the cases in which a 
gastro-enterostomy or any type of plastic operation had been 
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omitted was a secondary operation for the relief of obstruction 
required. My attention to omission of drainage was called by 
a very unpleasant experience with four cases in which drainage 
had been done. I admit that the drainage had not been prop- 
erly done. It had not been done in our clinic but it might 
just as well have been done there. Drainage had been done 
through the abdominal incision and the drain was placed close 
to the perforation. A fistula developed in all four and all four 
patients died with a fistula draining a painful, irritating fluid 
on a macerated skin. My experience in going over these forty- 
one cases has been that only six of the patients knew they had 
an ulcer. In talking to a large number of surgeons I found 
that practically all of them agree that only a small percentage 
of the patients knew they had an ulcer before the acute 
perforation. 
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The classic cardinal symptoms of increased intra- 
cranial pressure are lacking in from 15 to 30 per cent 
of large groups of patients with intracranial tumors, 
according to the studies of many observers. Since a 
diagnosis of cerebral neoplasm is rarely made in the 
absence of pressure phenomena, it is our belief that 
many more patients die of unrecognized cerebral neo- 
plastic disease than the reports in the literature would 
indicate. 

Headache, the most prominent symptom of brain 
tumor, is absent in at least 10 per cent of cases,! while 
papilledema, considered by many observers the most 
valuable pressure sign, is absent in from 15 to 30 per 
cent of cases.2 Vomiting, usually a late symptom 
dependent on high grade internal hydrocephalus, occurs 
still less frequently. Other pressure phenomena are 
more uncommon. Headache, vomiting and choked 
disks are present together in only about 60 per cent of 
cases." ~~ 

The diagnosis of cerebral neoplasms has been so 
intimately linked with the symptom triad of intracranial 
pressure that one is often misled into believing tumor 
to be excluded if pressure signs are absent. Of recent 
years, however, more reports are appearing of cases 
diagnosed early before the appearance of late pressure 
symptoms. The incidence of these early diagnoses will 
increase, owing to refinements in diagnosis through 
mechanical aids, such as spinal manometric readings, 
combined ventricular and lumbar estimations, improved 
roentgenologic technic and the use of encephalography 
in obscure lesions. 

Some neurologists feel that in clinics in which 
mechanical aids are resorted to frequently, neurologic 
diagnostic acuity is lacking. This criticism may be true 
in many instances, but very excellent careful diagnostic 
observers state that frequently they cannct make nor 
even suspect a diagnosis of tumor from the symptoms 
presented. With this group of patients showing no 
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pressure phenomena, one must use the technical aids 
of the laboratory to improve the percentage of correct 
diagnoses. 

It has been our privilege in the last few years to 
study twelve tumor cases of this type, verified as space 
consuming lesions by encephalography, operation or 
necropsy. In all these instances generalized increased 
intracranial pressure phenomena interpreted by symp- 
toms or signs, including increased manometric cisternal 
or spinal readings, were lacking. We feel that a study 
of these cases is worthy of report in order to stimulate 
interest in earlier diagnoses of cerebral neoplasms. 

Many causative factors in the production of increased 
intracranial pressure are in dispute. There are several 
theories as to the cause of papilledema. It is fairly well 
agreed, however, that the principal cause of cranial 
hypertension is disturbance of the outflow of cerebro- 
spinal fluid. This interference is usually some degree 
of block of cerebrospinal fluid in the ventricular system, 
producing internal hydrocephalus or obliteration of 
some of the subarachnoidal channels, interrupting the 
absorption of cerebrospinal fluid. The tumor seems to 
raise intracranial tension very little until its growth 
interferes with the circulation of the cerebrospinal 
fluid. The location of the tumor is highly important 
in the production of early or late pressure phenomena. 
Midbrain and subtentorial tumors practically always 
show early pressure signs, while frontal lesions may 
develop to unusual size without increased pressure. 

Many cases are reported that markedly distort or 
compress the ventricular system, even producing 
obstruction of the cerebellar foramen magnum and yet 
do not show an increase of pressure sufficient to pro- 
duce papilledema.* 

Fundus change usually goes hand in hand with 
hypertension of the cerebrospinal fluid. We usually 
expect to find blurring of the nasal margin with a spinal 
manometric reading around 20 mm. of mercury. This 
means that papilledema is often a late manifestation of 
increased pressure, and the more frequently spinal 
manometric readings are made the larger will be the 
number of cases detected in the early stages with begin- 
ning increased tension from 10 to 20 mm. of mercury. 
The manometer in our hands gives the most reliable 
and earliest guidance in the diagnosis of a pressure 
lesion. 

Many still are afraid to use lumbar puncture in sus- 
pected cases of brain tumor. Masson,° in a review of 
spinal puncture studies in 200 patients with tumors, 
concluded from the evidence of his series that there is 
little danger in lumbar puncture even in patients with 
tumors of the posterior fossa. Our rule is to exercise 
great care with spinal or cisternal punctures in the 
presence of papilledema. We still consider that pres- 
sure lesions of the posterior fossa contraindicate punc- 
ture because of the ever present danger of inducing 
cerebellar herniation,® unless the information is neces- 
sary to make a diagnosis. In any case of suspected 
tumor in which spinal puncture is done, a 22 gage 
needle should be used for the first puncture to reduce 
to the minimum possibilities of cerebellar herniation. 

Local pressure signs may be highly diagnostic long 
before generalized pressure manifestations appear. 
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Such roentgenographic signs as evidence of local cal- 
cification, rarefaction of bone, increased diploic vessel 
marking and shifting of the pineal shadow are valuable 
aids in diagnosis and localization. These occasionally 
give leads to the diagnosis of tumor before neurologic 
signs are present. Brain* found that 23 per cent of 
his tumor cases presenting normal optic fundi showed 
areas Of calcification suggestive of a tumor. For this 
reason all patients suspected of having tumors should 
have roentgen studies of the skull made even in cases in 
which encephalography is contemplated. 

Epileptiform attacks, grand mal, petit mal or jack- 
sonian seizures are often the first symptoms of cerebral 
neoplasm and occur frequently before generalized pres- 
sure phenomena appear, in some instances years ahead 
of other tumor symptoms. Parker * found in 313 cases 
of brain tumor that sixty-seven patients, or 21.6 per 
cent, had major seizures. In thirty-eight of these cases 
the convulsions were the initial symptom; in thirteen 
cases, or 4.1 per cent, seizures preceded all other symp- 
toms or signs by one or more years. Gotten * reported 
three tumors found on routine encephalographic exam- 
ination in fifty-six cases of so-called epilepsy. Two of 
these tumors were completely removed. The incidence 
of unsuspected focal lesions as a cause for epilepsy was 
5.3 per cent in his series. No pressure signs were 
present in any of these cases. It has been our practice 
to recommend encephalography in all adult epilepsies. 
The more frequently we resort to this examination the 
higher we find the percentage of organic causes for 
convulsions; occasionally we find a case appropriate 
for surgical therapy. 

Jacksonian motor or sensory attacks beginning after 
30 years of age are more likely to be caused by tumor. 
Any focal attack followed by motor weakness or sen- 
sory changes and increased reflexes should be explored 
surgically whether pressure signs are present or not. 
Often a slightly increased manometric reading will be 
found on spinal puncture. If there is doubt, encepha- 
lography definitely decides, by giving information not 
obtainable by any other diagnostic method. Bailey and 
Cushing ® in their studies of gliomatous tumors called 
attention to occasional jacksonian epilepsies of long 
duration in cases of cerebral astrocytomas. They 
reported two of these relatively benign tumors that did 
not show pressure symptoms. 

Fincher and Dowman"® in a study of 130 patients 
with jacksonian epilepsy found brain tumor in thirty- 
two. Of these, twelve, or 37.5 per cent, gave no evi- 
dence of increased intracrania! pressure. These authors 
state: “This statistical fact is of particular value since 
it emphasizes the possibility of intracranial neoplasm in 
cases presenting evidence of localized neurologic mani- 
festations without symptoms and findings of general 
increased intracranial pressure.” 

Psychic manifestations are often the first symptoms 
in brain tumor, particularly in the tumors located in 
anterior portions of the cerebrum. Jameison and 
Henry ™ in a study of twenty-six psychotic patients in 
whom brain tumor developed found that in about one 
third of the cases a well developed psychosis had been 
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CEREBRAL NEOPLASMS—BENNETT AND KEEGAN 11 


recorded before there was any indication of the tumor. 
The cerebral neoplasm was diagnosed before death in 
only 30 per cent of these cases, illustrating the need for 
more careful study of the etiology of atypical mental 
states. The psychic reactions accompanying brain 
tumor, though often so variable as to be of little value 
in localization, in the absence of other etiologic factors 
often serve as clues to the diagnosis of the tumor, 
especially if the psychotic reaction is of an organic type. 
A frontal lobe syndrome with change of personality 
(affective change), impairment of mental retention and 
mental activity and loss of insight should cause one 
to suspect tumor in cases in which cerebral arterio- 
sclerosis and syphilis can be ruled out. In the absence 
of pressure phenomena, encephalography is indicated 
to confirm the diagnosis. 

One of the most confusing diagnostic problems in 
cerebral neoplastic disease is the differentiation between 
vascular thromboses, softenings and invasive tumors 
without manifest pressure phenomena occurring during 
the sclerotic age. The diagnosis is further complicated 
by the combined pathologic changes of neoplasm and 
cerebral vascular softening or hemorrhage. Pressure 
signs are latent because the increased size of the tumor 
is compensated by the diminution in size of the senile 
brain and the degeneration of a large amount of brain 
tissue, so that the total intracranial contents are not 
above normal. 

Bickel and Frommel ** found in forty cases of death 
caused by brain tumor that six cases had been diag- 
nosed as vascular softening and tumor was not sus- 
pected. The course of the disease with successive 
apoplectiform attacks was short in these patients, all 
more than 60 years of age. None of these six patients 
had increased pressure signs. 

Riley and Elsberg‘* report four similar cases, all 
infiltrating gliomas with cerebral degeneration, which 
did not show increased intracranial pressure. They 
believe that in these cases a diagnosis must be made ante 
mortem by diagnostic puncture or ventriculography. 

Globus and Strauss ** reported seven cases, about one 
of which, a spongioblastoma, they stated that the clinical 
manifestations were indistinguishable from those of 
vascular lesions and that the tumor could be identified 
during life only by ventriculography. 

Wechsler and Gross *° reported seven cases of brain 
tumor in which diagnoses of vascular or degenerative 
lesion were made. 

Surgery in the group of malignant gliomas without 
pressure is particularly discouraging, since destroyed 
brain tissue cannot be restored and a more extensive 
defect is likely to follow surgical intervention. With 
the aid of encephalography and experience, perhaps 
some of these malignant gliomas can safely be declared 
inoperable. Failure of such cases to respond to dehy- 
dration therapy, involvement of the speech center, and 
rapid progression of symptoms are definite contra- 
indications to operation. 
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The following group of tumor cases presented inter- 
esting diagnostic problems with an absence of increased 
intracranial pressure phenomena. In the majority of 
cases encephalography gave valuable confirmatory 
information. 

REPORT OF CASES 

CasE 1.—A large inoperable glioblastoma multiforme; no 
pressure phenomena; diagnosis proved by encephalography; 
death within one year. 

R. C., a man, aged 39, an airmail pilot, examined, Sept. 28, 
1932, had for. several months noted a slight slowing up in the 
efficiency tests of the airmail service. About August 1 he first 
noted attacks of numbness of the right foot and leg. These 
attacks increased, involving the right hand and _ producing 
transient ataxia with momentary blurring of consciousness. 
About September 20, a major generalized seizure occurred. 

The initial complete neurologic examination was entirely 
negative. Cisternal puncture showed a pressure of 4 mm. of 
mercury, 4 cells per cubic millimeter with normal serologic 
constituents. 

The patient was admitted to the hospital for encephalography, 
October 4. While under the effects of morphine and scopo- 
lamine preliminary to air injection a convulsion was witnessed. 
The spasm began in the right foot, focal at first, but quickly 
spread bilaterally in a generalized seizure. A transient weak- 
ness of the right seventh nerve, right arm paresis with right 
ankle clonus, extensor plantar reflex and hypalgesia of the 
entire right side were observed. 

Encephalographic examination after the introduction of 125 
cc. of air revealed that the right anterior horn was normal in 
size but was displaced from 6 to 8 mm. toward the right. No 
air was seen in the left lateral ventricle. There was oblitera- 
tion of the subarachnoid spaces over the left cortex. The 
interpretation was a partial block of the foramen of Monro on 
the left side due to tumor in the left parietal region. 

An exploratory operation performed by Dr. W. McK. Craig 
at the Mayo Clinic revealed a soft mass at a depth of about 
3 cm. in the left parietal lobe. No tumor tissue was found on 
aspiration. Convalescence was stormy. The patient became 
aphasic and had a right hemiparesis following the operation, 
but this gradually improved. Severe convulsions recurred at 
intervals; high voltage roentgen treatments were given, but the 
patient died about nine months after operation from medullary 
compression. 

Necropsy revealed a large tumor mass in the left medial 
parietal region with considerable necrosis and indistinct separa- 
tion from brain tissue. 

The diagnosis was glioblastoma multiforme. 

Case 2.—A large meningioma showing only local pressure 
phenomena, diagnosed by x-rays; complete removal and 
recovery. 

Mrs. P. D., aged 50, was examined, May 15, 1933. In 
October 1932 the patient first noted attacks of cramping of the 
right foot. After several such attacks there occurred clonic 
spasm of the entire right half of the body without loss of 
consciousness. After a free interval of about six months the 
attacks recurred. There were no other complaints. 

Complete neurologic examination revealed only a_ slight 
paresis of the right lower face and arm. A cisternal puncture 
showed a pressure of 6 mm. with normal cellular and serologic 
changes in the fluid. 

Roentgen examination of the skull showed a prominent dipioe 
over the left parietal region and a thin layer of calcification 
along the falx in the midline region. A faint shadow measur- 
ing 2 by 3 cm. was seen in the left superior parietal region. 

Encephalographic studies after the removal of 120 cc. of 
fluid revealed a shift to the right of about 6 mm., and the left 
lateral ventricle was shifted downward about 3 mm. There was 
flattening and depression of the posterior half of the anterior 
horn of the left lateral ventricle. The third ventricle was 
enlarged. No air was seen in the left cortical subarachnoid 
spaces, and only a moderate amount was seen over the left 
cortex. The interpretation was a space-consuming lesion of 
the left parietal frontal region, particularly parietal, probably 
a meningioma. 
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A left parietal exploration was performed by one of us 
(J. J. K.). There was no increase in intracranial pressure. 
Over the left superior parietal region, about 2 to 3 cm. from 
the superior sagittal suture, a tumor measuring 5 by 6 cm. was 
found beneath the dura. The tumor was firmly attached to 
the dura and adherent to the cortex beneath. The tumor was 
completely removed with about 2 cm. of the dura. 
The diagnosis was meningeal fibroblastoma, parasagittal. 
The patient made a normal recovery with a slight residual 
right facial and arm weakness remaining for a time. 


Case 3.—A probable glioblastoma multiforme, diagnosed by 
encephalography; inoperable; death within six months; general- 
ised pressure signs in the terminal stages. 

Mrs. C. K. M., aged 41, seen, April 4, 1932, complained of 
fatigue and was slightly lethargic. In December 1931, follow- 
ing a head cold treated as sinusitis, a dull, aching pain devel- 
oped over the left eye. This pain increased in severity during 
March and the patient’s husband (a physician) noted that she 
had a slight right lower facial weakness on smiling and some 
trouble in recalling names, with memory lapses. 

A complete neurologic examination revealed only a lower 
right facial weakness and a slight paraphasia. A cisternal 
puncture showed pressure of from 4 to 6 mm. of mercury with 
norma! cellular and serologic constituents in the fluid. 

Roentgen examination of the skull showed a suggestion of 
pressure markings in the left frontal region and a small area 
of bone rarefaction in the anterior left temporal region. 

Encephalography after the removal of 175 cc. of fluid 
revealed that the right lateral ventricle was about six times the 
normal size. The left lateral ventricle showed an encroachment 
on the middle portion of the floor adjoining the midbrain. 
There was a rounded tumor mass about 3 by 4 cm. in diameter 
below the left lateral ventricle. The right border extended 
across the midline from 10 to 15 mm. An irregular elevation 
from the floor of the left lateral ventricle about 11 cm. anterior 
to the junction between the anterior and inferior horns nearly 
separated the ventricle into an anterior and posterior division. 

A left frontal exploration was carried out by one of us 
(J. J. K.). No increased intracranial pressure was found and 
no definite tumor was detected. 

High voltage roentgen treatments were given. The patient 
gradually became more aphasic and mentally confused. In 
June the first signs of generalized increased intracranial pres- 
sure appeared. The patient died. Necropsy was not performed. 


Case 4.—A clinical diagnosis of traumatic hematoma or cyst 
proved to be an oligodendroglioma; recurrence after removal; 
death two years later. 

W. S., a man, aged 28, examined, Oct. 15, 1932, had fallen 
about 20 feet, from a scaffold, in October 1929. He was 
unconscious about one hour and hospitalized for one week at 
the time of the accident. In March 1930 left-sided sensory and 
motor spasms began, starting in the left thumb and fingers, 
followed by tonic spasm of the hand, and ending in uncon- 
sciousness. These attacks soon occurred daily but were par- 
tially relieved by continuous ingestion of phenobarbital. The 
patient had noted a few headaches since the accident. 

A complete neurologic examination revealed no focal signs. 
The spinal fluid pressure was 10 mm. of mercury with normal 
cellular and serologic changes. 

Encephalographic studies after removal of 100 cc. of fluid 
revealed a moderate obliteration of the subarachnoidal markings 
over the right cerebral hemisphere with compression and slight 
displacement of the right lateral ventricle to the left. The 
interpretation was a pressure lesion in the region of the right 
motor area. The clinical diagnosis was a delayed subdural 
hematoma or cyst. 

Exploration over the right motor area by one of us (J. J. K.) 
revealed flattened convolutions and pressure obliteration of the 
subarachnoid spaces. There was a focal lesion of the motor 
cortex with vascular and fibrous attachments of the arachnoid 
and dura, with old thrombosis of the cortical vein and a definite 
fibrous scar in the cortex beneath, measuring about 1 cm. in 
diameter. The cortex beneath this area felt soft and degen- 
erated. Faradic stimulation of the scar caused a sensation and 
movement in the left thumb similar to the onset of an attack. 
Stimulation of the normal motor cortex above this caused 
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movement of the entire arm. The scarred area, 3 cm. in 
diameter, was excised. A decompression opening was made in 
the temple and the wound was closed. 

The cellularity of the tissue with the uniformity of cell size 
and lack of intercellular substance corresponded to an oligo- 
dendroglioma of a rather rapidly growing type. 

A slight residual weakness of the left hand with hypalgesia 
followed the operation. The patient received a course of high 
voltage roentgen therapy and returned home. The convulsive 
seizures progressed and the patient died in the fall of 1934, 
not under our observation, 

Cask 5.—Treated for epilepsy about ten years; no generalized 
pressure signs; probable clinical diagnosis meningioma; patho- 
logic diagnosis malignant oligodendroglioma; recurrence after 
removal, died eighteen months later. 

J. A. H., a man, aged 54, examined, July 28, 1930, had first 
begun having generalized convulsions at about the age of 43. 
For a number of years he had been treated for epilepsy by a 
neurologist. During the past year the spells had become more 
severe and the patient had noted memory loss with some trouble 
in understanding and in expressing himself. There had been 
only very slight headache in the upper cervical region for two 
weeks. 

Complete neurologic examination revealed a word naming 
aphasia, a word reading aphasic reaction and a right homono- 
mous hemianopsia. <A cisternal puncture showed a pressure of 
8 mm. of mercury with normal cellular and serologic con- 
stituents. 

Roentgen examination of the skull showed a calcified area 
5 by 6 cm. in the left temporoparietal region. 

An exploration by one of us (J. J. K.) over the left inferior 
parietal area revealed some calcified plaques in the temporal 
dura. A tumor about 4 cm. in diameter was found adherent 
to the dura. It was soft and vascular, with no apparent cap- 
sule, and was completely removed. There was considerable 
troublesome bleeding. 

The diagnosis was oligodendroglioma. 

The patient made a good recovery with some residual hemia- 
nopia and right leg and right arm weakness, which gradually 
improved under high voltage roentgen therapy. He became 
worse after eighteen months and died in April 1932. 

Case 6.—A roentgen and clinical diagnosis of cerebral cyst, 
proved to be a@ benign oligodendroglioma; six years of focal 
spasms without generalised pressure signs; recovery following 
surgical removal of tumor. : 

G. McK., a boy, aged 8 years, examined Aug. 17, 1931, had 
complained for six years solely of attacks of stiffness in the 
arms, legs and neck, lasting a moment and followed by transient 
flaccid weakness of the right arm. There was never complete 
loss of consciousness ; the attacks occurred in serial form every 
few months at first; they became more severe later, with com- 
plete normality in the free intervals. , 

A complete neurologic examination was entirely negative but 
during observation a seizure occurred. The arms and neck 
were rigid; the right arm was straight and the left flaccid. 
There was a slight tremor, the legs were immobile. The patient 
stared but was conscious and the attack lasted only a minute. 
Immediately following the attack the right arm and face were 
paretic for a minute, but there was no disturbance in reflex 
activity or sensation. 

A spinal puncture showed pressure of from 6 to 8 mm. with 
normal cellular and serologic constituents. 

A roentgenogram of the skull showed a rather smooth defect 
in the inner table of the medial portion of the left parietal 
bone, about 3 cm. in diameter. Prominent digital markings 
were present in both parietal and frontal regions. There was 
some increas¢ in density over the parietal region with one large 
area of lessened density 1 inch in diameter toward the vertex, 
which would suggest some bone destruction of the inner table 
in this area. 

The interpretation was evidence of some old increase in 
intracranial pressure and a questionable defect in the vertex 
portion of the left parietal bone, suggesting meningioma. The 
clinical diagnosis was cerebral cyst. 

An exploratory bone flap done by one of us (J. J. K.) 
revealed a rather tense dura that felt cystic in the medial 
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parietal region. The needle struck 5 cc. of clear fluid at a 
depth of 2 cm. When the dura was opened a soft tumor in 
the medial posterior parietal region was found covered by thin 
edematous cortex. Silk sutures were placed deeply about sur- 
rounding blood vessels; the tumor was freed by blunt dissec- 
tion and removed. It measured 4 by 5 cm., had no capsule and 
was too soft to keep intact. 

The diagnosis was oligodendroglioma. 

High voltage roentgen therapy was given and the patient 
was dismissed on the twelfth day in good condition. Since then 
there has been no evidence of recurrence and no return of 
epileptiform attacks. He is well and active, with normal 
neurologic manifestations. 

Case 7.—A clinical picture simulating an encephalitic infec- 
tion with absence of pressure phenomena, proved at necropsy 
to be a malignant astroblastoma.® 

H. S., a girl, aged 8 years, was referred to Dr. J. A. Henske, 
Oct. 20, 1930, with evidence of a progressive chorea with 
asthenia for about three months. At the initial examination 
the condition appeared to be quite typical of acutc infectious 
chorea. November 15, a complete neurologic examination by 
Dr. G. A. Young revealed vertical nystagmus on upward 
gaze, bilateral ataxia of the arms and legs invobing the left 
side more than the right, involuntary choreiform movements, 
an absence of the left abdominal reflex, left ankle clonus and 
an extensor plantar reflex. In the Romberg position the child 
deviated to the left. All forms of sensation were normal. 

Several spinal fluid examinations never showed pressure 
above 10 mm. of mercury. The optic fundi were always normal. 
There were occasional febrile reactions, with leukocytosis up 
to 17,800. The entire picture suggested an infectious process. 
The diagnosis at this time was a chronic encephalitis, with mid- 
brain, bulbar pontile cerebellar pathway involvement. 

A progressive stupor developed and bilateral pyramidal tract 
signs and bulbar involvement were noted in the terminal stage. 
The child died, Feb. 14, 1931. 

At necropsy the external appearance of the brain was essen- 
tially normal. On the left side of the pons was a tumor which 
caused it to bulge somewhat and become flattened and spread 
out, owing to pressure against the base of the skull. This area 
measured 4 by 3 by 2 cm. and was closely adherent to the sur- 
rounding tissue. The tumor was white, rather firm, and more 
or less uniform in gross appearance. Adhesions extended back- 
ward to the cerebellum. The lateral ventricles were markedly 
dilated on both sides and in about equal amounts. The third 
ventricle also was dilated widely and contained a large amount 
of clear fluid. The tumor extended well into the pons, involv- 
ing an area nearly 3 cm. in diameter. There was a marked 
pressure furrow of the foramen magnum. 

The diagnosis was astroblastoma. 


Case 8—A malignant glioblastoma multiforme; recurrent 
apoplectiform attacks simulated vascular disease until spinal 
pressure of 16 mm. led to diagnosis by encephalography; recur- 
rence after removal; death within one year. 

Mrs. A. S., aged 46, was examined, Oct. 11, 1928. Eight 
weeks before, a left hemiparesis had developed within a few 
hours. Under hospital observation the patient made a good 
functional recovery within two weeks. One week: later, after 
exertion, the patient again lost the use of the left half of the 
body and focal left sided convulsive seizures occurred at 
intervals. 

The general physical and neurologic examinations were nega- 
tive except for left hemiparesis with pyramidal tract reflex 
signs and some hypalgesia. The blood pressure was not 
increased. 

Roentgen examination of the skull revealed some shadows of 
increased density in the right frontal area. 

The patient had no generalized intracranial pressure symp- 
toms or signs until after an encephalogram one month after 
admission, when haziness of the optic disks appeared. The first 
pressure sign was 16 mm. of spinal fluid pressure. This finding 
raised the first suspicion that the apoplectic syndrome was 
probably caused by a neoplasm and led to the use of enceph- 
alography. 





16. We are indebted to Dr. J. A. Henske for the privilege of reporting 
case 7. 
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Encephalography showed poor filling of the right anterior 
horn with a shift of the ventricles to the left from a filling 
defect in the midportion of the ventricle. The interpretation 
was a subcortical tumor of the right parietal. lobe. 

December 17, a right superior parietal exploration was made 
by one of us (J. J. K.) and 50 ce. of straw colored fluid was 
removed near the anterior horn of the right ventricle at a depth 
of from 3 to 4 cm. In the temporal subarachnoidal space in 
the region of the lateral cerebral fissure was an old basilar 
subarachnoid hemorrhage. The tumor, about 3 cm. in diameter, 
was found in the parietal lobe. The surface was firm and well 
defined ; in the deeper portions it appeared soft and degenerated. 
It was enucleated ; the corpus callosum was seen in the floor of 
the cavity. 

The tumor removed at operation weighed 52 Gm., was soft, 
friable and hemorrhagic, with no capsule. Microscopic sections 
showed densely massed, moderately small cells with little 
stroma. The tumor cells in well preserved areas were rather 
uniform in size, with numerous mitotic figures. Other areas 
showed necrosis and hemorrhage from rupture of numerous 
thin walled blood vessels. 

The diagnosis was glioblastoma multiforme. 

An aseptic meningitis followed the operation with a spinal 
fluid pleocytosis. Roentgen therapy was given the patient, who 
made a good functional recovery for six months. 

In May 1929 a recurrence of the left hemiparesis occurred. 
A large amount of cystic fluid was aspirated, but a convulsive 
state followed, and the patient died, July 24, 1929, of medullary 
compression. 

At necropsy a large protuberant mass was fixed to operative 
adhesions in the right parietal region. 

The diagnosis was glioblastoma multiforme. 

Case 9.—A malignant glioblastoma multiforme without gen- 
eralized pressure signs, diagnosed by encephalography; death 
within nine months. 

J. H., a man, aged 35, was examined at the University Hos- 
pital, May 4, 1929. In February 1928 the patient had been 
refused life insurance on account of glycosuria and diabetic 
treatment was begun. In March 1929 he began to have dizzy 
spells, asthenia and spasmodic jerkings of the right arm and 
leg. Under hospital observation at this time blood sugar read- 
ings were as high as 233 mg. per hundred cubic centimeters. 
The neurologic examination was negative. A tonsillectomy was 
performed and he was dismissed on a diabetic regimen. 

The patient was readmitted, August 20, on account of pro- 
gressive weakness of the right half of the body with some 
occipital headache. Examination at this time disclosed a slight 
right hemiparesis with absent abdominal reflexes but no other 
pyramidal tract signs. Spinal puncture showed 10 mm. of 
mercury pressure and three days later the pressure was 14 mm. 
The patient was becoming somewhat somnolent. 

Encephalographic studies were then carried out, which 
revealed a filling defect of the left lateral ventricle, with the 
right ventricle dilated and the ventricles shifted to the right. 
The clinical and roentgenologic interpretation was a probable 
subcortical glioma in the left postcentral region. 

A left parietal craniotomy operation by one of us (J. J. K.), 
September 18, revealed a very tense dura and lack of normal 
resistance to the exploring ventricular needle, and 5 cc. of thick 
yellow fluid was released at a depth of 3 cm. In view of the 
tension, depth and probable malignant character of the tumor 
in the left parietal lobe, further exploration was not done. The 
patient’s condition gradually became worse following operation 
and he died, November 11. 

Necropsy disclosed flattened cerebral convolutions and a 
tumor, about 5 cm. in diameter, deep in the left temporoparietal 
region. 

A diagnosis of glioblastoma multiforme was made. 

CasE 10.—An inoperable craniopharyngioma, with general 
pressure signs lacking, simulated an infectious encephalopathy; 
diagnosed by encephalography; death ten months after onset.1* 

M. J. O., a man, aged 39, in February 1932 was confined to 
bed one week with influenza, during which time he was drowsy 
and apathetic and had double vision. His strength was never 





17. We are indebted to Dr. A. W. Adson for the final notes in this 
case. : 
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fully regained and gradually failing vision was noted. Since 
July the patient had been unable to read. Dr. W. H. Stokes at 
this time found the vision 20/40 in both eyes; the visual fields 
and fundi were normal with a slight vertical nystagmus. In 
August all work was stopped and the vision was reduced to 
20/200 in each eye. The fields then showed central scotomas 
with involvement of the blind spot and a sector defect for color 
in the lower part of the right nasal field and the lower part of 
the left temporal field. The results of examination seemed to 
be in keeping with retrobulbar neuritis. The patient’s com- 
plaints at this time were fatigue, poor vision, memory failure 
and low-grade fever. 

Repeated neurologic examinations revealed no focal mani- 
festations. Cisternal puncture showed a pressure of 4 mm. of 
mercury, normal cell count, normal protein content, and a nega- 
tive Wassermann reaction. The colloidal gold curve was 
1122110000. A tonsillectomy was performed, following which 
there was a prolonged fever until October. The lethargic state 
and mental confusion progressed. By September the vision was 
reduced to 7/200 and 9/200 and a definite pallor of the temporal 
halves of the optic nerves was present. The sinuses were 
explored but no definite infection was discovered. Neurologic 
examinations were still negative except for the eyes. In Sep- 
tember the spinal pressure was 4 mm. of mercury, the protein 
content was increased, but otherwise the fluid was normal. The 
mental deterioration was becoming profound. 

The general impression of the examiners was that the cere- 
bral disorder was most likely a toxic or inflammatory encepha- 
lopathy. The patient, then stuporous, was taken to the Mayo 
Clinic in December 1932. 

A diagnosis of indeterminate brain lesion was made and 
encephalography carried out. This suggested a prechiasmal 
lesion, probably basofrontal. A right frontomotor exploration 
was carried out. On elevation of the frontal lobe the optic 
nerves and chiasm were found to be involved in an inoperable 
tumor mass which seemed to extend from the third ventricle 
anteriorly. Death followed within twenty-four hours. 

At necropsy there was found a large infiltrative invasive 
cystic tumor of the third ventricle, growing forward and 
involving the optic chiasm and nerves. The microscopic 
appearance of the tumor corresponded to a cystic adamantinoma 
of the floor of the third ventricle. 


Case 11.—Parasagittal meningioma; no generalized pressure 
signs; diagnosis confirmed by x-ray; complete recovery follow- 
ing removal. 

H. O., a man, aged 40, seen, Feb. 16, 1933, at the Nebraska 
Methodist Hospital, gave a history of attacks of numbness and 
later weakness in the left foot, beginning in January 1931. 
Recently he had developed epileptiform attacks involving the 
left side of the body with residual left sided spastic weakness 
persisting between attacks. He had no headaches, nausea or 
vomiting. 

The neurologic examination showed a left hemiparesis of the 
spastic type, greater in the leg than in the arm, with very 
little sensory loss. The spinal fluid pressure was 4 mm. of 
mercury and the serology was negative. There was no papil- 
ledema or impairment of the visual fields. 

A roentgenogram of the skull revealed an area of hyper- 
ostosis in the right superior parietal region with an underlying 
intracranial mottled calcification about 2 cm. in depth and 3 cm. 
in diameter. The parietal diploic venous channels were 
accentuated on both sides, more on the left. 

A diagnosis of right parasagittal meningioma was made and 
right parietal craniotomy performed by one of us (J. J. K.), 
March 4, 1933. Owing to considerable hemorrhage in eleva- 
tion of the bone flap, a two stage operation was decided on 
and the dura was not opened. Following this operation signs 
of intracranial pressure appeared, partly relieved by hypertonic 
dextrose intravenously. Second stage operation was performed, 
March 11, and a large firm, encapsulated tumor was removed 
from the right medial parietal region. Microscopic sections 
showed the tumor to be a rather dense fibrous type of menin- 
gioma. 

The postoperative recovery was satisfactory with consider- 
able edema of the brain and herniation for a few days and 
increased paralysis of the left side for a time, but gradual 
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;mprovement occurred with relief from pressure and only slight 
residual spastic disability of the right foot remained. 


CasE 12.—Case illustrating difficulties in differentiation 
between epidemic encephalitis and third ventricle tumor. 


M. E., a boy, aged 9 years, admitted to the University Hos- 
pital, March 7, 1934, had begun to complain of diplopia and 
lethargy in school about four weeks before. In about one week 
weakness of the right half of the body began and developed 
to hemiparesis. Just before admission the lethargy and asthenia 
became progressive. There was no history of headache or 
febrile infection. 

Complete examination disclosed a complete left third nerve 
palsy, double fixed pupils, a right hemiparesis with pyramidal 
tract reflexes, a slow pulse and coma from which the patient 
could be aroused momentarily to cooperate. Spinal puncture 
showed 6 mm. of pressure, 7 cells per cubic millimeter, normal 
protein content and 54 mg. of sugar per hundred cubic centi- 
meters. A second puncture twelve hours later showed 4 mm. 
of pressure with normal constituents of the fluid. 

The patient was treated on the basis of an infectious process. 
Forced spinal fluid drainages were carried out with hypotonic 
saline; about 200 cc. of fluid was removed at a drainage. 
There was no improvement in symptoms, the only change in 
the spinal constituents was an increase in cells and protein 
content with a colloidal gold curve reading of 3333322100. The 
temperature ranged from 100 to 105 F. most of the time. 

The patient died with a terminal hyperpyrexia of 110 F. on 
March 22. 

Necropsy revealed a grossly circumscribed lesion, apparently 
a soft yellowish invasive tumor completely surrounding the 
third ventricle. here was no block; the lateral ventricles 
measured about twice the normal size, the tumor 3 by 5 cm. 

Sections of the midbrain region in which extensive necrosis 
gave the gross appearance of tumor with a rather sharply 
defined border showed no definite tumor tissue. Large areas 
of complete necrosis were bordered by extensive mononuclear 
cell tissue and perivascular infiltration, with many endothelial 
macrophages, in some places almost occluding the lumen of 
blood vessels, and bordering degenerated areas, filled with 
chromatin particles. 

The diagnosis was acute epidemic encephalitis with necrosis. 


COMMENT 


In none of these twelve cases was the characteristic 
triad of generalized increased intracranial pressure 
present. None of the cases presented fundoscopic 
changes of the pressure type. In only two instances 
was the spinal pressure reading above 10 mm. of mer- 
cury during our diagnostic observation period. One 
patient had a pressure of 14 mm. and another had a 
pressure of 16 mm., giving the first indication of a 
pressure lesion. Headache was noted in only two 
instances and in these increased pressure was a doubt- 
ful cause. Vomiting was not present in any case during 
the diagnostic observation period. 

The most valuable single early diagnostic symptom 
or sign was focal spasms. In eight cases jacksonian 
seizures were present. One patient had been treated 
for an essential epilepsy for about ten years. The 
earliest symptom in one case was a sensorium change ; 
in one case, progressive blindness; in another, progres- 
sive choreiform movements; in one, recurrent hemi- 
paretic attacks along with focal spasm, and in another 
case, lethargy with diplopia. 

In six cases (50 per cent) the roentgen examination 
showed localized changes suggestive of localized pres- 
sure with other conditions suggestive of an intracranial 
neoplasm. In seven cases encephalographic studies 
were made and considered diagnostic of tumor with 
accurate localization in each instance. Four of these 
cases presented marked distortion, compression and dis- 
placement of the lateral ventricles, indicating large 
tumors, but there was no definite increase in the intra- 
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cranial pressure. In two cases roentgen studies of the 
skull were not made. 

In nine cases we made a diagnosis of cerebral neo- 
plasm in the absence of generalized intracranial pres- 
sure phenomena. In three instances a diagnosis of 
inflammatory encephalopathy was considered more 
likely. In case 10 the correct diagnosis of tumor was 
made later in another clinic by encephalography. In 
an 8 year old child (patient 7) the tumor was not sus- 
pected but was found at necropsy. In another child 
(patient 12) a typical syndrome of lethargic encepha- 
litis was present. At necropsy gross examination 
revealed what was apparently a third ventricle tumor, 
but the histologic report was encephalitis. Two tumors 
in the region of the third ventricle presented the great- 
est diagnostic difficulties in this group because of the 
febrile disorder, the short duration of the illness and 
the complete lack of pressure phenomena. 

There were three excellent functional recoveries in 
the group, and three instances of palliative relief for 
several months from decompression and _ partial 
removal. Of the fatal cases, five patients with a highly 
malignant glioblastoma multiforme died within one 
year after the onset of symptoms. In two cases, oli- 
godendrogliomas recurred and death occurred within 
two years. One patient is still alive and in good health 
three years later. One patient with craniopharyngioma 
died within ten months. Two of the three recoveries 
were in patients with benign meningiomas. 


CONCLUSIONS 

1. The classic cardinal symptoms of increased intra- 
cranial pressure are lacking in from 15 to 30 per cent 
of patients with cerebral neoplastic lesions. 

2. The size of the neoplasm has little to do with the 
production of intracranial hypertension. -The location 
of the tumor has much more to do with the degree of 
hypertension present. 


3. The spinal manometer is a more accurate guide in 
the diagnosis of a pressure lesion than the fundoscopic 
examination. 

4. Localized pressure phenomena in certain cases are 
highly diagnostic before generalized pressure symptoms 
appear. Some of these local signs are the results of 
roentgen examinations, epileptiform seizures, especially 
focal spasms and organic psychotic reactions. 

5. In certain cases a clinical differentiation cannot be 
made between vascular lesions, thrombotic or hemor- 
rhagic, and cerebral neoplasms, especially the “spongio- 
blastomas.”’ In these cases encephalography is the only 
accurate diagnostic method in which pressure signs are 
absent. Rapid progression of symptoms with involve- 
ment of the speech center, a large defect shown on 
encephalography with an absence of intracranial hyper- 
tension and no improvement on dehydration all indicate 
an inoperable type of glioma. With these criteria one 
should be able to prevent unnecessary surgical explo- 
ration. 

6. Tumors in the region of the third ventricle, espe- 
cially in children, simulate infectious encephalitic dis- 
ease, run a short febrile course and at times show no 
pressure signs. In these cases a positive diagnosis 
could probably not have been made even with encepha- 
lography. 

SUMMARY 

In twelve cases of cerebral neoplasm, generalized 
intracranial hypertension was absent. In ten cases the 
diagnosis was correctly made before pressure signs 
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were manifest. The results of encephalographic exam- 
ination confirmed the diagnosis in seven instances. We 
believe that various diagnostic methods should be used 
more generally to make earlier diagnoses of brain 
tumor in doubtful cases. 

1204 Medical Arts Building. 


ABSTRACT OF DISCUSSION 

Dr. Atrrep W. Anson, Rochester, Minn.: This paper 
emphasizes the importance of making an early diagnosis in 
cases of tumor of the brain and calls attention to mechanical 
means that have proved of value in arriving at a proper diag- 
nosis. The disturbance of intracranial pressure by encephalog- 
raphy can result in a fatality; therefore such an examination 
should be performed in an operating room where there are 
facilities for immediate craniotomy. Although encephalography 
supplies much information concerning the size and contour of 
the convolutions, subarachnoid spaces and the ventricles, I do 
not believe it should be used indiscriminately ; nor should it be 
used in cases in which the history and clinical observations 
clearly indicate the situation of the lesion, since the procedure 
is painful, requires hospitalization of the patient, and incurs 
unnecessary expense. 

Dr. Lioyp H. Ziecier, Albany, N. Y.: 
slowly in adults and do not occlude the foramina of Monro, 
Magendie and Luschka or the aqueduct of Sylvius may attain 
a large size without producing choked disks or other evidences 
of intracranial pressure. Intracranial adaptations to slow grow- 
ing neoplasms are remarkable by the relative absence of 
symptoms. In children, before the cranial sutures have united, 
intracranial growths may not produce, until late, the usual 
clinical pressure symptoms. The authors report one case of 
astroblastoma of the pons in a child, aged 8 years. This tumor 
usually occurs in the cerebral hemispheres. I wonder if this 
could have been a spongioblastoma, which is more likely to be 
found in the brain stem in children. It is a well known fact 
that, despite its- proximity to the aqueduct of Sylvius and the 
third ventricle, a neoplasm of the pons produces intracranial 
pressure late in its course. It is almost impossible at times 
to differentiate between encephalitis, neoplasm and vascular 
lesions. In fact, neoplasms may occlude or erode blood vessels 
to complicate the picture. In every patient who has otherwise 
unexplained convulsions or petit mal attacks, brain tumor should 
be suspected. A transient sensory or motor disturbance in an 
extremity must be explained, usually by some alteration in 
brain physiology which includes the possibility of neoplasm. 
Unless one has had much clinical neurologic experience, frontal 
tumor syndromes may be erroneously disposed of as presenile 
psychoses, psychoses associated with arteriosclerosis, or even 
depressions or involutional melancholia. A change in personality 
without corroborative evidence is not sufficient for diagnosing 
frontal tumor. The authors have stimulated neurologists to 
think more profoundly about the likely neuropathology and 
mechanism of intracranial lesions without pressure signs. As 
experience accumulates, it is doubtful whether encephalography 
would need to be employed so regularly, but its value is well 
brought out by the authors in difficult and puzzling cases. 


Dr. Greorce W. Hatt, Chicago: This is an important sub- 
ject and there are some practical things that should be noted 
in the discussion. In cases in which there is calcification of 
the pineal body, one can usually rely on the shifting of that 
bedy in making a definite diagnosis between vascular lesions 
and a tumor located in one or the other hemisphere. Naffziger 
called attention to this sign; namely, the shifting of the calcified 
pineal body to the opposite side in which the tumor was located. 
When one sees patients who show evidences of motor aphasia, 
for instance in right handed individuals, the shifting of the 
pineal body to the right is a sign that cannot be safely over- 
looked. I think it is well to emphasize again what was men- 


tioned in the paper; namely, that one should be extremely 
careful in making a lumbar puncture in these cases, especially 
when the tumor is located in the infratentorial region. 
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Dr. Tempe Fay, Philadelphia: Drs. Bennett and Keegan 
should be congratulated on calling attention to the fact that 
15 per cent of cases with intracranial neoplasm may show 
no signs of increased intracranial pressure. I have had to 
abandon the idea of “increased pressure” as an index of intra- 
cranial pathology. “Pressure” is the amount of force (in terms 
of physics) of one body of matter resisting or opposing another. 
“Pressure” is only an index of the apposition of forces. 
“Pressure” inside the cranial cavity represents the relationships 
of the contingent volumes, the volume of a tumor, gradually 
growing and expending itself against the volume of blood, the 
spinal fluid volume and the brain. If there is an equal shift 
of volumes, there is going to be no change in pressure. There 
may be a gradual shift of volume at the expense of a tumor 
or a collection of fluid but always at the expense of some other 
volume. Either the container must enlarge or some other com- 
ponent surrender its space. “Focal” or “general” symptoms 
appear when the volume shift is such that the brain cannot 
function locally or generally from the standpoint of its nutrition. 
If a knowledge of physics and hydraulics is applied and 
“volume” relationships are considered in correlation with clinical 
symptoms, one will find this “no pressure” mystery explained. 
In the terminal stages of eclampsia or edemas of the brain in 
which blood has been displaced gradually and equally, one finds 
low “pressures” with unconsciousness. High “pressures” fre- 
quently occur without symptoms. Cases cannot be compared 
on a pressure basis alone. Some attack has been made on the 
question of encephalography. I say from a large experience 
that in careful hands, and with proper precautions, that pro- 
cedure is safe and of extreme diagnostic importance. In this 
I concur with the authors. 

Dr. W. J. Garpner, Cleveland: I agree heartily with the 
authors as to the value of the mechanical aids they have 
described in intracranial diagnosis. I have used encephalography 
in well over 100 cases of expanding lesions in the brain, and 
I have used it regardless of. the presence of choking of the 
optic disks. If choking of the optic disks is absent, the 
encephalograms are likely to be more satisfactory. When a 
choking of the optic disks is present, the ventricles will not be 
visualized in a certain proportion of cases. The precautions to 
be observed are simple. Encephalography should not be carried 
out when a surgical lesion is suspected unless the operating 
room is prepared for craniotomy as soon as the films are 
developed. Within an hour from the time the procedure is 
started the films are readable, and if a surgical lesion is present, 
and particularly if there is increased intracranial pressure, the 
operation should not be delayed. There is no question that 
once the spinal fluid is removed it tends to reaccumulate more 
rapidly, and that constitutes the danger in delaying operation. 
I have made encephalograms in nine cases of suprasellar tumor 
with very definite results in each case. In most instances the 
tumors were definitely outlined by the air in the subarachnoid 
space. In some of these cases, a diagnosis could not have been 
made by ventriculography because of the absence of ventricular 
distortion. Encephalography has disclosed several unsuspected 
subdural hematomas. Encephalograms are made in_ post- 
traumatic cases if the spinal fluid is the least bit yellow. Para- 
sagittal meningiomas, of course, very frequently have no increase 
in the intracranial pressure and occur in the age when it is 
difficult to differentiate the lesion from cerebral vascular disease. 
There is some risk in performing encephalography in patients 
with arteriosclerosis. Even here, however, I believe that the 
advantages of the procedure outweigh the disadvantages. I 
feel that these mechanical aids are extremely valuable but 
should, of course, be used only when definitely indicated and 
then should be used unhesitatingly. 

Dr. ALBerT S. CRAWForD, Detroit: Those who are interested 
in neurologic surgery are grateful to the authors for presenting 
this subject, because such papers are increasing the general 
knowledge all over the country and bringing earlier diagnosis 
ui brain tumors. As has been brought out, brain tumors may 
develop without the old, well reccgnized triad of headache, 
choked disks and vomiting. Because of such papers, there is 
an increasing suspicion among the diagnosticians for brain 
tumors. As a result, a larger percentage of cases are seen in 
time for early operation and hence more cures result. I agree 





FOE Tip BED ST Sipe ARCO OER OS TP 


SESS TENS 











SE PATE 


PEE, SRR OS ee ND 





Vo.tuME 104 
NuMBER 1 


ANGINA 


with Dr. Adson that encephalography is a procedure that 
has danger in it but, on the other hand, it is being done safely 
in increasing numbers and I think with justification, especially 
in this group of cases. If encephalography is to be done, it 
should be done by one who is ready to take care of any com- 
plications that might arise. One variation I have been using 
in cases in which there may be trouble afterward is to make 
a preliminary occipital trephine, close up the skin and go ahead 
with the encephalography. If complications develop from 
obstruction in the posterior fossa, the trephine is ready and a 
needle can be quickly put into the ventricle and the pressure 
reduced without the delay of an operation. These cases con- 
stitute a group that may be called brain tumor suspects. There 
is developing an increasing suspicion that these cases may be 
brain tumors, and neurologists are now more commonly putting 
that down as a possibility. Previously, brain tumor was one 
of the last things thought of by diagnosticians. Now it is put 
near the top of the list, and rightfully. It is by a more critical 
study of the “suspects,” with a careful follow up, if at first 
negative, that continuing improvements in results can be 
hoped for. 

Dr. Water Assott, Des Moines, Iowa: In the past two 
years I have seen three cases in the classification Dr. Bennett 
has brought forth, lesions of the third ventricle. One was a 
congenital defect and the other two were ball valve tumors. 
There were fluctuating symptoms, and in all cases the spinal 
manometric readings were within normal limits. Encephalog- 
raphy was carried out and the ventricles were not filled satis- 
factorily, necessitating a secondary procedure, ventriculography. 
As Dr. Adson and Dr. Crawford have mentioned, I think that 
often in these third ventricle lesions, although they are few 
in my experience, encephalography alone is not satisfactory. 

Dr. A. E. Bennett, Omaha: The question of the indis- 
criminate use of encephalography has been brought up, with 
which I agree. There is still fear of using encephalography in 
fourth ventricle tumors and other posterior fossa tumors. The 
only accident that I have had was in a ball valve third ven- 
tricle tumor in which an encephalogram was done and the 
patient died of cerebellar herniation a few hours afterward. I 
am fearful of that type of tumor. I agree with Dr. Abbott 
that those tumors are difficult of diagnosis even with encepha- 
lography. Neurologists are going to see more and more of 
these tumor suspects earlier and should give increased atten- 
tion to this subject. Everything available has had to be used 
to make an early diagnosis. I was glad to have Dr. Fay 
bring out the relationship between the various brain volume 
states of edematous nature and obstructive lesions within the 
ventricular system. Some concepts in these situations will have 
to be revised if the mechanics of intracranial pressure is to be 
understood. I think Dr. Gardner is even more courageous than 
we are in the use of encephalography in the diagnosis of his 
tumors, as illustrated in one of his cases in which they made 
a diagnosis of posterior fossa tumor by encephalography. We 





there has been a growing recognition that the disease has been 
overemphasized, that the patient has been somewhat neglected. 
Physicians with great experience and much human sympathy 
have been dismayed by the impersonal attitude of scientifically 
trained physicians who are so dehumanized that they treat 
their patients with the precision and the detachment with which 
they treat their experimental guinea-pigs and mice. Such an 
attitude may seem to bear the hallmark of science and there- 
fore to be beyond criticism. This attitude toward the problems 
of medical practice may claim the authority of science only if 
science be very narrowly interpreted as being confined to the 
precincts of the laboratory and only if the actual phenomena of 
human nature be looked upon as outside the sphere of scientific 
observation. To do justice to his patient the physician must 
take into consideration not only the precise laws of the labora- 
tory but also the laws which regulate the reaction of man to 
his environment even though these laws cannot be formulated 
in mathematical or precise physical terms.—Campbell, C. Macfie : 
Psychiatry from the Standpoint of the General Practitioner, 
Pennsylvania M. J. 38:59 (Nov.) 1934. 
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TOTAL ABLATION OF THYROID IN 
ANGINA PECTORIS AND CON- 
GESTIVE FAILURE 


XI. SUMMARY OF RESULTS IN TREATING SEVENTY- 
FIVE PATIENTS DURING THE LAST 
EIGHTEEN MONTHS 


H. L. BLUMGART, M.D.; D. D. BERLIN, M.D. 
DAVID DAVIS, M.D.; J. E. F. RISEMAN, M.D. 
AND 
A. A. WEINSTEIN, M.D. 

BOSTON 


Our purpose in this communication is to summarize 
our experience during the last eighteen months in 
tieating seventy-five patients with chronic heart disease 
by removing the entire normal thyroid gland.t| Our 
efforts have been directed in five main directions: (1) 
clinical appraisal of the therapeutic value of the pro- 
cedure; * (2) establishment of criteria for the proper 
selection of patients; (3) reduction in the risk of oper- 
ation through study of the surgical technic and the best 
possible preoperative and postoperative care;* (4) 
study of the mechanisms whereby the development of 
hypothyroidism results in relief of angina pectoris and 
congestive failure;* (5) investigation and control of 
the secondary consequences of the hypothyroid state.® 
Although final conclusions concerning these problems 
await the results obtained over a period of years, it 
may be helpful to state the results based on our present 
experience. 

The group of seventy-five patients with chronic 
heart disease which forms the basis of this report was 
carefully selected from a much larger number of 
patients with heart disease treated at the Beth Israel 
Hospital. No patient showed any of the clinical signs 
or symptoms of thyrotoxicosis. Only patients found 
to have unquestionably normal thyroid glands by our 
pathologist Dr. Monroe Schlesinger are included in 
this report. Most of the patients were chronic invalids 
confined to bed and chair existence. Other patients 
regularly suffered congestive heart failure when they 
undertook effort or showed attacks of angina pectoris 
at rest or on slight or moderate exertion. Every 
patient had been incapacitated for long periods in spite 
of having received all available medical therapeutic 
measures. Their clinical course was such that any 





This study was aided by a grant from the William W. Wellington 
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Read before the Section on Practice of Medicine at the Eighty-Fifth 
Sgeeel Seen of the American Medical Association, Cleveland, June 

Because of lack of space, this article is abbreviated in THe JouRNAL. 
The complete article appears in the authors’ reprints. It will include 
case reports illustrating the degree of improvement characterized by 
statements and by tables 2 and 5. 
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striking improvement could be definitely attributed to 
the operative procedure. Patients received the usual 
medical treatment for heart disease in the hospital for 
from weeks to months before operation to reduce the 
operative risk to a minimum. Patients were operated 
on in the presence of signs of congestive failure only 


TABLE 1.—Etiology of Heart Disease of Fifty Patients with 
Circulatory Failure 








Type of Disease Number of Cases 
Btineuram tic Dears IORI oi cs os casing ces ccescveticss 
Arteriosclerotic heart disease*................00000 
Hypertensive heart disease....................20005 
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* Five of these patients also had hypertension. 


after protracted medical treatment had failed to pro- 
duce any further improvement.* Operation on such 
patients is not advised. 


RESULTS IN PATIENTS WITH CON- 


GESTIVE FAILURE 

Of the seventy-five patients with chronic heart .dis- 
ease, fifty patients were treated primarily for recurrent 
congestive failure of rheumatic, arteriosclerotic, hyper- 
tensive, congenital or syphilitic etiology (table 1). The 
ages of the patients ranged from 18 to 69 years; 
twenty-four were males, twenty-six females. The post- 
operative improvement in our patients has been judged 
by the loss of edema at rest or its failure to reappear 
on exertion, by diminution in pulmonary congestion as 
evidenced by disappearance of hydrothorax or rales, 
by the disappearance of orthopnea, by the diminution 
of cyanosis, by the increased capacity to undertake 
work, by the absence of dyspnea on moderate exertion, 
and by functional tests which are to be elsewhere 
described. Twenty-four of these patients have main- 
tained compensation and have shown decided improve- 
ment for from two to eighteen months. For the first 
time in from months to years they are up and about 
the entire day without discomfort and_ without 
reappearance of the signs or symptoms of congestive 
failure. Four patients are able to undertake only light 
work, while twenty patients are living a life of moder- 
ate activity, and, although not indulging in heavy labor, 
many are economically rehabilitated. In more than 


TaBLe 2—Results in Fifty Patients with Circulatory Failure 











Result Number of Cases 
Compensation maintained (2-18 months)*......... 24 
Recurrent decompensation (temporary)t.. ‘ 6 
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* All patients working or able to work. 
+ All patients responded readily to treatment and have maintained 
compensation for from four to six months since recurrent failure. 


half of these patients the postoperative period ranges 
from six to eighteen months; eight have maintained 
their compensated state for more than a year. Case 1 
is given as representative of this group of twenty 
patients (table 2) who are economically rehabilitated. 
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and Weinstein, A. A.: Treatment of Angina Pectoris and Congestive 
Heart Failure by Total Ablation of the Thyroid in Patients Without 
Thyrotoxicosis: X. With Particular Reference to the Pre- and Post- 


operative Medical Management, Ann. Int. Med. 7: 1469 (June) 1934. 
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Case 1—Arteriosclerotic heart disease, rheumatic heart 
disease, congestive failure for three. years, angina pectoris; 
marked improvement eighteen months after operation. 

G. F., a man, aged 52, a chef, entered the hospital complaining 
of shortness of breath, palpitation and substernal pain of three 
years’ duration. Three years prior to admission, while working, 
he suffered an attack of severe precordial pain which radiated 
down both arms. Despite several months of rest in a sana- 
torium, dyspnea and substernal pain were experienced on exer- 
tion. For two years before admission he had increasing edema 
of the legs. For nine months the patient was completely bed- 
ridden because of congestive failure and angina pectoris. 
Physical examination showed orthopnea, cyanosis, marked 
enlargement of the heart, auricular fibrillation and a mid- 
diastolic murmur at the apex. The liver was enlarged and 
tender; there was pitting edema of the legs and sacrum and 
moist rales at the bases of the lungs. The basal metabolism 
was minus 2 per cent, and arm to tongue circulation time was 
44 seconds. These signs of congestive failure diminished after 
further treatment but did not disappear completely. 

Total ablation of the normal thyroid gland was performed 
Dec. 15, 1932. The basal metabolism had decreased to minus 
28 per cent four weeks after operation. The patient was able 
to undertake moderate exercise without recurrence of signs 
and symptoms of congestive failure or angina pectoris. Three 
and one-half months after operation he was given work in the 
hospital as a porter in the research laboratories, working eight 
hours a day, six days a week. One and a half years after 
operation the patient was still at work full time. Physical 
examination revealed no sign of congestive failure; the patient 
complained of no dyspnea or precordial pain on exertion. The 
basal metabolism was minus 26 per cent; the arm to tongue 
velocity was 42 seconds. 

The patient with arteriosclerotic and rheumatic heart disease, 
angina pectoris and congestive failure of three years’ duration 
has shown conspicuous improvement for one and a half years 
after operation. He shows no evidence of congestive failure 
and at no time has he had dyspnea, palpitation, pain in the 
chest or edema while at work. In spite of the permanent lower- 
ing of the metabolic rate and the development of mild unpro- 
gressive symptoms of myxedema, he has shown none of the 
mental slowness usually associated with severe spontaneous 
myxedema. He is carrying out his work satisfactorily and, 
mentally, is a normal person. 


Of the twenty-four patients with congestive failure 
who have maintained their improvement, four are able 
to undertake only light work. The average duration 
of postoperative improvement in these four patients is 
seven and one-half months. 

Two patients have shown little or no improvement 
following operation. The clinical abstract of case 16 
is illustrative of this group. 

Case 16—Arteriosclerotic heart disease, cardiac failure of 
three years’ duration, bronchial asthma, pulmonary emphysema, 
? angina pectoris; no improvement eleven months after 
operation. 

W. B., a man, aged 64, admitted to the Beth Israel Hospital, 
June 13, 1933, complained of shortness of breath and swelling 
of the legs. In 1929 he was unable to walk more than a block 
because of dyspnea. During the years 1929-1933 he was 
admitted to hospitals five times for congestive failure. In 
May 1932 several attacks of substernal and precordial pain 
developed, radiating to the back and to the left arm. On 
admission, physical examination revealed a rigid thorax with 
increased anterioposterior diameter. The lungs were hyper- 
resonant, with numerous ronchi and many coarse rales at both 
bases. The liver was moderately enlarged. There was pitting 
peripheral edema. Basal metabolism was minus 10 per cent. 
The arm to tongue circulation time was 18 seconds. 

Four days after entry extensive bronchopneumonia devel- 
oped; the patient was moribund and was treated in an oxygen 
tent for ten days. During his twenty-four day preoperative 
course congestive failure persisted, in spite of digitalis, rest 
and salyrgan. After diuresis he always regained edema fluid 
in spite of absolute bed rest. July 6, 1933, total ablation of a 
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normal thyroid gland was performed. On discharge, thirty- 
nine days after operation, there were still occasional rales at 
the right base, the liver was still enlarged, and there was 
peripheral pitting edema. The basal metabolic rate was minus 
21 per cent, the arm to tongue circulation time 24 seconds. 
Three months after operation the patient stated that he felt 
improved and that he experienced precordial pain only occa- 
sionally. The lungs were clear; the liver was not palpable ; 
there was slight but definite pitting edema over the legs in 
spite of almost constant bed rest. Nine months after operation 
the patient noted that in spite of prolonged bed rest he was 
still markedly dyspneic when out of bed for more than two 
hours, and he still experienced precordial pain on moderate 
exertion. Physical examination showed slight pitting edema 
over the sacrum and legs. The basal metabolism was minus 
30 per cent. 

The patient has shown relatively little improvement after 
operation in spite of a persistent drop in metabolism and pro- 
longed bed rest. He still shows some signs and symptoms of 
congestive failure. While the patient no longer gains edema 
fluid at complete bed rest, he is still incapacitated to such an 
extent that the operation cannot be considered to have made 
his life significantly more comfortable. Operation in such 
patients who in spite of all medical measures gain edema on 
complete bed rest is not recommended. 


recurred temporarily in six 


Congestive failure 
These patients had experi- 


patients after operation. 


TaBLe 3.—Causes of Recurrent Failure or Subsequent Death 
in Twelve Patients with Circulatory Failure 








Cause of Failure Number of Cases 


Recurrent failure (1 to 8 months postoperative)......... 6 
Cr IOI aia tukks «de ecue vnackach mauve 3 
CENEOEE | c.cccecccpdcapiadibeneceteoneancces 1 
Recurrence of bronchial asthma............... 1 
Discontinuance of digitalis with rapid ven- 

BT IE vine cantwesseeatbeebsaihadenehads 1 

Subsequent death (3 weeks to 12 months postoperative).. 6 


Cardiac failure 
Marked stenosis of mitral ring............ 
Development of aortic aneurysm.......... 
Aleoholie and physical excesses........... 
Cerebral embolus 
Pulmonary edema (3 weeks postoperative). . 
Se NE Sc cvavcactavenecdbedeecece dunes 
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enced definite improvement after operation. In one 
patient with auricular fibrillation, the recurrence of 
congestive failure was due to the omission of digitalis; 
in a second, to excessive work; in a third, to the recur- 
rence of severe bronchial asthma. In three patients, 
there was no known cause of ‘recurrence of failure. 
With appropriate treatment they have again remained 
free of signs and symptoms of circulatory insufficiency 
from four to six months after recurrent failure 
(table 3). Six of our patients with congestive failure 
have died during the last eighteen months (table 3). 


RESULTS IN 


Of the seventy-five patients with chronic heart dis- 
ease, angina pectoris was present in thirty-two. In 
nineteen of these thirty-two patients, the anginal syn- 
drome was the major disabling factor. In the remain- 
ing thirteen patients, angina pectoris was overshadowed 
in five patients by cardiac asthma, and in eight by con- 
gestive failure. In two of the five patients with cardiac 
asthma and in four of the patients with congestive 
heart failure, angina pectoris was experienced at least 
several times a week while the patient was confined to 
bed. Ir brief, of the thirty-two patients who suffered 
from angina pectoris, the condition was sufficiently 
pronounced in twenty-five so that the therapeutic 
effects of the operation on this syndrome could be 


PATIENTS WITH ANGINA PECTORIS 


ANGINA PECTORIS—BLUMGART ET AL. 19 


definitely evaluated? (table 5). The etiology of angina 
pectoris was arteriosclerotic or hypertensive in twenty- 
three patients and rheumatic in two. The ages of the 
patients ranged from 41 to 70 years. 

Of the twenty-five patients, eight patients have had 
no recurrence of attacks of angina in spite of activity 


TABLE 4.—Evrercise Test 





Days Tempera- Exercise Basal Meta- 
Before ture, —————— bolic Rate, 
Operation F. Trips Minutes Comment per Cent 
29 56 65 4.4 Anginal attack —4 
19 50 66 4.3 Anginal attack 9 
18 50 66 4.3 Anginal attack 9 
1 56 73 4.6 Angina] attack — 35 
Days After 
Operation* 
12 5O 142 10.0 No attack —16 
13 52 299 21.0 No attack —16 
23 48 207 15.0 No attack 18 
34 48 249 20.0 No attack -18 
48 53 383 30.0 No attack 24 
180 48 419 30.0 No attack —31 





* Up to the time of writing, 440 days after operation, we have not 
been able to ’precipitate attacks of angina pectoris in this patient (A. B.) 
in repeated tests. 


for from three to eighteen months after operation and 
have required no glyceryl trinitrate. The average dura- 
tion of complete relief in these patients is ten months. 

Of the remaining seventeen patients, five, bedridden 
or completely incapacitated preoperatively, have experi- 
enced only occasional attacks since operation, are capa- 
ble of undertaking considerably more activity than was 
previously possible, and have returned to remunerative 
occupations or housework. The average duration of 
moderate relief in these five patients is ten months. 
The exercise tolerance of these patients has increased 
more than 100 per cent. Two patients, completely 
relieved of anginal attacks for four and nine months, 
recently have suffered recurrence of attacks following 
an automobile accident in one instance and coronary 
occlusion in another. Three other patients, after strik- 
ing improvement, recently have had recurrences of 
attacks coincident with excessive rise in metabolic 
rate induced by thyroid. This medication has now been 
discontinued. One patient, a woman, aged 70, confined 
to bed before operation because of angina pectoris and 
cardiac asthma, was completely free of symptoms for 


TABLE 5.—Results in Twenty-Five Patients with 
Angina Pectoris 





Results Number of Cases 
Complete relief from angina, 3 to 18 months...... 8 
Infrequent attacks with increased activity........ 5 


Recurrence of angina after 3 to 9 months of com- 

NN NE Ser ankddwiceasvkuduanbatictddadstecadus 
RA Se EE sco con2 bexneddhenddaveredsecchede 
Recently postoperative 
Operative deaths 


onmt 








* One patient, aged 70, died of coronary occlusion after three months 
of complete relief of intractable cardiac asthma and angina pectoris. 


three months after operation, when she suffered coro- 
nary occlusion and died. There have been no other 
subsequent deaths in patients with angina pectoris. 
Four patients have shown no increase in their exer- 
cise tolerance and still have attacks of angina, which 
are as frequent but less severe than before operation. 
These patients have not been able to return to work, 





7. Riseman, J. E. F., and Stern, B.: A Standardized Exercise 
Tolerance Test for Patients with Angina Pectoris on Exertion, Am. J. 
M. Sc. 188: 646, 1934. 
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and the results do not in our opinion justify the opera- 
tive procedure. In this group of four, three patients 
showed preoperative metabolic rates of minus 19, 
minus 23 and minus 24 per cent and, in view of con- 
siderations elsewhere discussed, would not now be 


operated on. 
SELECTION OF PATIENTS 


An attempt was made to select patients who showed 
a relatively stationary or slowly progressive clinical 
course. Any definite improvement could therefore be 
attributed to the operation. It was felt, moreover, 
that although these patients were severely incapacitated 


TasL_eE 6.—-Total Ablation of Normal Thyroid Gland 








Number of patients with heart disease*................ 
Operative deathst 





* No deaths in the last thirty consecutive operations. 
t All patients had advanced congestive failure. 


their cardiac lesions were relatively nonprogressive, so 
that the benefit conferred by the operation would be 
inaintained. Patients with short histories of rapidly 
progressive heart disease, on the other hand, might be 
expected to show only temporary improvement, since 
the induction of the hypothyroid state would not pre- 
sumably retard the progress of the underlying patho- 
logic condition. Patients with malignant hypertension 
and similarly patients with rheumatic, syphilitic or 
arteriosclerotic heart disease who gave a short but 
rapidly progressive history of congestive failure or 
angina pectoris have not been operated on. Our pres- 
ent conception of the patient with congestive failure 
most likely to gain the greatest benefit from operation 
is one with rheumatic or hypertensive arteriosclerotic 
heart disease who, despite a long history of frequent 
episodes of decompensation after moderate exertion, 
nevertheless becomes compensated on rest in bed. Such 
a patient is usually economically incapacitated but not 
constantly confined to bed. The basal metabolic rate 
should preferably be not lower than minus 10 per cent, 


TABLE 7,— Postoperative Complications After Total Thyroi- 
dectomy im Seventy-Five Patients with Heart Disease 








Number of Cases 


Complications 
Paratinyrald Mae oasis oc ccccvesecscesces 16 
es CL CO BGG ov ncccsesccecccess 14 
MEN. c603cUau gat cheeakwneohsivunetsssics 2 
Recurrent nerve injury (unilateral)................ 12 
..,. SE a eer i) 
RS eee a a ee 3 
I ee BE ons ns nd inci ceseeeeisarssees 0 





* No convulsions or spontaneous Trousseau signs. 
+ Signs and symptoms completely controlled by calcium medication 
and viosterol. 


and the patient should show none of the unfavorable 
factors mentioned later. 

For reasons to be discussed later, we have come to 
regard a preoperative basal metabolic rate lower than 
minus 15 per cent as an unfavorable factor and are 
disinclined to operate when the basal metabolic rate is 
lower than minus 20 per cent. The basal metabolic 


readings in congestive failure with no hyperthyroidism | 


are frequently very high. For this reason, we do not 
consider the metabolic rate readings true basal mea- 
surements until the patient has become free from the 
signs of congestive failure on complete bed rest. Dupli- 
cate measurements were always made and repeated on 





aie White, P. D.: Heart Disease, New York, Macmillan Company, 
Sl. 

9. Hamilton, B. E.: 
by Hyperthyroidism, J. A. 


Heart Failure of the Congestive Type Caused 
M. A. 83: 405 (Aug. 9) 1924, 


Jour. A. M.-A. 
Jan. 5, 1935 


different days, until the averages of such duplicate 
analyses checked within 5 per cent. 

Onlv patients who showed repeated attacks of angina 
pectoris while at rest in bed or who showed character- 
istic attacks after given amounts of exercise under 
standardized conditions are included in this report '° 
(table 4). The value of the standardized exercise tol- 
erance test as an aid in diagnosis and as a means of 
evaluating treatment has been outlined elsewhere.’ The 
patient with angina pectoris most likely to derive the 
greatest benefit is one who develops attacks on slight 
or moderate exertion but not at rest and whose basal 
metabolic rate is not lower than minus 10 per cent. 

Since the effect of total thyroidectomy on the 
immune reactions of acute infections is unknown, the 
operation has not been performed in the presence of 
clinical evidence of active rheumatic fever. It would, 
moreover, be difficult to judge whether improvement 
in such patients was due to the cessation of active 
infection or was the result of thyroidectomy. Patients 
with active pulmonary infection, such as bronchiectasis, 
as well as those with recent vascular accidents or 
marked renal insufficiency were considered unsuitable 
subjects. Healed coronary thrombosis is not considered 
a contraindication to operation. Fourteen of our 
patients had a history of from one to three attacks of 
coronary thrombosis, but in every instance the last 
attack had occurred at least four months before 
operation. 

PREOPERATIVE MANAGEMENT 

All our patients were poor risks in the ordinary sur- 
gical sense. [Every possible aid was utilized to bring 
the patient to the best preoperative condition.* Opera- 
tion in the presence of signs of congestive failure is 
inadvisable. In patients with auricular fibrillation, 
somewhat greater doses of digitalis were employed, so 
that the ventricular rate would be adequately controlled 
during operation. All sedatives used during the opera- 
tive and postoperative course were administered days 
or weeks before operation to be certain that idiosyn- 
crasies or hypersensitivity were not present. In several 
patients who showed excitement after morphine, other 
sedatives were used. Oxygen therapy was used when 
indicated as a prophylactic and therapeutic measure." 
Special nurses trained to recognize early complications 
cared for the patients under the supervision of the 
medical service. 


POSTOPERATIVE MORTALITY 


The operative mortality for the entire series was 
8 per cent, six patients having died within the first 
week after operation. All deaths were due to post- 
operative pulmonary complications and all occurred in 
patients with advanced congestive failure. No patient 
with angina pectoris uncomplicated by congestive fail- 
ure died during or shortly after operation. No death 
has occurred in the last thirty consecutive operations, 
although the later patients were fully as precarious 
risks as our earlier subjects (table 6). 


SURGICAL HAZARDS 
The greatest surgical hazards are postoperative car- 
diac failure and terminal bronchopneumonia, recurrent 
nerve injury, parathyroid insufficiency, and failure to 
remove the thyroid gland completely. 





10. Riseman and Stern.*. Master, A. M., and Oppenheimer, E. T.: A 
Simple Exercise Tolerance Test for Circulatory Efficiency with Standard 
Tables for Normal Individuals, Am. J. M. Sc. 177: 223 (Feb.) 1929. 
Wayne, E. J., and La Place, L. B.: Observations on Angina of Effort, 
Clin. Sc. 1:103 (July) 1933. 

11. Barach, A. L.: The Therapeutic Use of Oxygen in Heart Disease, 
Ann, Int. Med. 3: 428 (Oct.) 1931. 
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1. Postoperative Complications. — The incidence of 


postoperative complications has been reduced by care- 
ful preoperative and postoperative treatment and 
improved surgical technic.* All operations are now 
performed under local procaine hydrochloride anes- 
thesia, for we have found that local anesthesia carries 
less risk than general anesthesia and is attended by 
relatively little reaction. The incidence of postoperative 
pulmonary complications has been lessened by the 
employment of minimal sedation. 

2. Recurrent Laryngeal Nerves. — The recurrent 
laryngeal nerves represent the greatest surgical hazard 
of the operation because of their intimate anatomic 
relation to the thyroid and their variable position. Not 
infrequently the recurrent nerves may actually course 
through a portion of the gland substance. This prob- 
lem has been fully discussed by one of us.'? Operative 
speed is hazardous and unnecessary. There have been 
twelve unilateral nerve injuries in this series, of which 
nine have been transient paralyses (table 7). As a 
reliable means of preventing bilateral laryngeal paral- 
ysis, direct laryngoscopy is performed by Dr. L. M. 
Freedman after one lobe of the thyroid has been 
removed.'* In two instances the recurrent laryngeal 
nerve on the first side of the operation was injured and 
the operation was terminated. The vocal cord later 
returned to normal and the other lobe of the thyroid 
was subsequently removed. Injury to one vocal cord 
involves no serious consequences. In practically all 
our cases the spoken voice was unaltered when one 
vocal cord was paralyzed. The danger of reliance on 
the voice test as a substitute for direct laryngoscopy is 
obvious. 

3. Parathyroid Insufficiency —This has not been a 
serious complication in any of our cases. No patient 
has shown convulsions or carpopedal spasm or any of 
the other serious manifestations of parathyroid tetany. 
Parathyroid extract has never been required. Detaile«l 
studies of the problem are available in a previous com- 
munication.'* In sixteen patients transient paresthesias 
or positive Chvostek’s or Trousseau’s signs were 
observed after operation. Calcium medication was 
effective in controlling these signs and symptoms. On 
cessation of calcium medication from a few days to a 
few weeks after its institution, no recurrence of signs 
or symptoms was manifest in fourteen of these 
patients. Only two patients continue to require cal- 
cium therapy. The transient nature of the deficiency 
in most of these cases suggests that temporary injury 
to the parathyroids or to their nerves or their lymphatic 
or blood supply gave rise to these mild symptoms. 

4. Failure to Remove the Thyroid Gland Completely. 
—The failures of previous investigators '° as well as of 





12. Berlin, D. D.: The Recurrent Laryngeal Nerves in Total Ablation 
of the Normal Thyroid Gland: An Anatomical and Surgical Study, Surg., 
Gynec., & Obst., to be published. 

13, Freedman, L. M.: Treatment of Angina Pectoris and Congestive 
Heart Failure by Total Ablation of the Thyroid: V. Importance of 
laryngoscopic Examination as a Means of Preventing Bilateral Paralysis 
of the Vocal Cords, Arch, Otolaryng. 19: 383 (March) 1934. 

14. Gilligan, Dorothy R.; Berlin, D. D.; Volk, Marie C.; Stern, B., 
and Blumgart, H. L.: Therapeutic Effect of Total Ablation of Normal 
Thyroid on Congestive Heart Failure and Angina Pectoris: IX. Post- 
operative Parathyroid Function: Clinical Observations and Serum 
Calcium and Phosphorus Studies, J. Clin. Investigation 13: 789, 1934. 
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Increased Basal Metabolic Rate, J. A. M. A. 84: 1558 (May 23) 1925; 
Further Observations on Patients with Hypertension and Increased Basal 
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ourselves ' to achieve favorable results in the treatment 
of chronic heart disease by maximal subtotal thyroidec- 
tomy convinced us of the necessity of removing every 
vestige of thyroid. In two earlier patients minute 
remnants of thyroid, close to the recurrent laryngeal 
nerves, were not removed; the lowering in the meta- 
bolic rate was only temporary and, correspondingly, 
clinical improvement was present for only a few 
weeks.’ In these patients, as well as in others too ill 
for operation, roentgen radiation used either alone or 
as an adjunct to maximal subtotal thyroidectomy has 
failed to produce any appreciable persistent lowering 
of the basal metabolic rate."* For these reasons, all 
seventy-five patients in this series were subjected to 
total ablation of the thyroid gland. Without exception, 
evidence of persistent hypothyroidism has developed. 


MECHANISM OF THE EARLY RELIEF 
OF SYMPTOMS 

Immediately after operation many patients with 
angina pectoris or congestive failure have shown dis- 
appearance of localized areas of hyperesthesia and 
hyperalgesia and of precordial pains constantly present 
before operation. Patients with angina pectoris subject 
to frequent attacks at complete rest have noted the 
absence of any further attacks immediately after opera- 
tion. This early relief is experienced before changes 
in the basal metabolic rate or velocity of blood flow 
occur and is due to interruption, at the time of opera- 
tion, of nerve paths bearing pain impulses from the 
heart to the central nervous system.* The early relief 
due to interruption of afferent nerve pathways is 
usually transient, with subsequent return of symptoms 
if the basal metabolic rate does not drop appreciably 
in the meantime. 


MECHANISM OF THE LATE RELIEF OF SYMP- 
TOMS AND SIGNS 

The permanent relief of congestive failure and of 
pain of angina pectoris occurs later in the postoperative 
course coincident with the development of the hypo- 
thyroid state. The extent of permanent relief has 
generally been related to the degree of induced hypo- 
thyroidism as indicated by the reduction in the basal 
metabolic rate. Of six patients who showed little 
or no improvement, four had basal metabolic rates of 
approximately minus 20 per cent before operation. 
Because of the low preoperative level, the metabolic 
rate could be permitted to drop only another 10 per 
cent after operation before thyroid administration was 
required to control the distressing symptoms of myx- 
edema. In many patients the restoration of the pre- 
operative levels by means of thyroid caused the return 
of the previous signs and symptoms of congestive fail- 
ure and a recurrence of attacks of angina pectoris. 
With discontinuation of thyroid medication, these 
patients soon became free from symptoms. 

Extensive studies have been made of the exact mech- 
anism whereby the hypothyroid state confers relief to 
patients with chronic heart disease. Earlier measure- 
ments of the velocity of blood flow in normal subjects 
and in various clinical conditions showed that conges- 
tive heart failure was characterized by a discrepancy 
between the tissue demands of the body as gaged by 
the metabolic rate, and the supply of blood as gaged 





16. Friedman, H. F., and Blumgart, H. L.: Treatment of Chronic 
Heart Disease by Lowering the Metabolic Rate: The Necessity for Totat 
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by the velocity of blood flow.‘* These considerations 
are graphically indicated in the accompanying chart, 
the black triangle representing tissue demands as gaged 
by the metabolic rate, and the hollow triangles, the 
blood supply, as indicated by the velocity of blood flow. 
The normal relation between the basal metabolic rate 
and the velocity of blood flow is represented by la. 
The relation between tissue needs and blood supply in 
myxedema is represented by 1b, the metabolic rate 
being reduced and the velocity of blood flow being 
correspondingly slowed. While such an individual may 
have a velocity of blood flow as slow as in a patient 
with congestive failure, the blood supply corresponds 
to tissue demands and the patient is therefore com- 
pensated. The situation in patients with congestive 
failure is shown at c in the chart, the metabolic rate 
being normal and the velocity of blood flow greatly 
slowed. There is a wide discrepancy between tissue 
needs and blood supply. In such a patient rest and 
digitalis result in clinical improvement coincident with a 
rise in the speed of blood flow to normal. In some 
patients, however, in spite of all therapeutic measures, 
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congestive failure. It is realized that the maintenance of 
velocity of blood flow represents but one factor in the 
expenditure of cardiac energy.’® The other factors are 
represented by the cardiac output, by the level of blood 
pressure and by the heart rate. The latter two factors 
have only infrequently shown any significant change 
either at rest or during exercise. 

The same considerations underlie the benefits con- 
ferred on patients with angina pectoris. The dis- 
crepancy between tissue demands and the blood supply 
in such patients exists in the relation between require- 
ments of the cardiac muscle in performing its work 
and the available coronary blood supply.*° During 
exercise, the work done by the heart increases, as gaged 
by the increase in cardiac output and by the rise in 
blood pressure and heart rate. The coronary flow rises 
correspondingly to the limit set by its narrowed or 
undilatable walls. If exercise is continued beyond these 
limits, myocardial anoxemia develops and angina is 
precipitated.*t_ Our measurements indicate that after 
thyroidectomy the minute volume output of the heart 
and the velocity of blood flow is considerably reduced 

and so the work of the heart is greatly 





NO HEART OSEASE 
WO DISEASE MYxXEOEMA OE COMPENSATED 


HEART DISEASE-CONGESTIVE TYPE = 
TOTAL ABLATION OF THYROID 


lessened. The body is at a lower metabolic 
level after thyroidectomy, and the heart 
performs less work at rest. Starting from 
a lower level of oxygen consumption the 


_ heart can withstand a greater increment of 


o---% 


work before it reaches the level of oxygen 
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supply set by the coronary vessels. Since 
the velocity of blood flow is decreased after 
thyroidectomy, one may assume that the 
coronary blood flow is also somewhat 
reduced in the hypothyroid state. The 
relative reduction in blood flow in the coro- 
nary circuit after thyroidectomy is prob- 
ably not as great as the reduction in cardiac 








Relationship between the basal metabolic rate (black areas) and the velocity of 


blood flow (shaded areas). 


the velocity of blood flow remains slow, and the patient 
remains decompensated. In these individuals in whom 
the blood supply cannot be increased, the tissue 
demands can be reduced by reduction of the metabolic 
rate after total thyroidectomy to the point at which the 
previously slow and inadequate circulation becomes 
adequate (d). The patient is thus transferred from a 
condition which is represented by ¢ to one represented 
by b. 

Our clinical experience in patients with congestive 
failure, together with measurements of blood flow and 
of the basal metabolic rate, has been in entire accord 
with these considerations. Previous studies have shown 
that there is a general parallelism between the velocity 
of blood flow and the minute volume output of the 
heart.’* Further work is in progress in regard to mea- 
surements of the minute volume output and the oxygen 
consumption at rest and during exercise in patients with 
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work, according to physiologic observa- 
tions ** and the physical principles applying 
to the flow of liquids in narrowed tubes. 

Our observations have shown that the hypothyroid 
state does not confer benefit on patients with angina 
pectoris by any constant changes in blood pressure or 
pulse rate at rest or during exercise. Similarly, more 
than eighty controlled observations in man have shown 
that the sensitivity to epinephrine administered intra- 
venously is not altered at levels of metabolism at which 
clinical improvement is striking.**# 


SECONDARY CONSEQUENCES AND POSSIBLE 
UNTOWARD EFFECTS OF ARTI- 
FICIAL MYXEDEMA 
Since removal of the thyroid does not alter the 
underlying cardiovascular pathologic condition, all 
patients must continue to receive close medical obser- 
vation. The management of the cardiac condition is 
essentially the same as regards medication, except that 
the optimum metabolic level for a given patient must 
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be determined and the amount of thyroid required to 
maintain this level ascertained. Most patients have 
been kept at a level between minus 25 and minus 30 per 
cent by the administration of one-fourth grain of 
thyroid (Armour) daily. At this level they have been 
free from the disturbing symptoms of myxedema and 
their hearts are required to do less work than at the 
higher preoperative metabolic rate.*° 

Since the inception of this investigation, we have 
felt that while the development of the hypothyroid 
state might benefit patients with heart disease, secon- 
dary untoward consequences of myxedema might offset 
some of the benefits of thyroidectomy. These possible 
secondary consequences have been studied. 


The Myxedema Heart.—Zondek ** and Fahr ** main- 
tained that cardiac function is often impaired in 
patients with myxedema due to increase in heart size 
and diminution in voltage of the electrocardiogram. 
Sluggish heart action and mild congestive failure were 
also frequently noted by Ohler and Abramson.*® 
Means, White and Krantz,?* Christian,?* Willius and 
Haines,?® and Case,*° however, studied a total of 300 
patients with myxedema and concluded that heart func- 
tion is rarely, if ever, impaired. In thirty-seven of 
our patients, changes in heart size and electrocardio- 
graphic tracings were observed and correlated with 
basal metabolic rate measurements.** In the presence 
of increased cardiac size and diminished voltage of the 
electrocardiogram, signs and symptoms of congestive 
failure, instead of increasing, disappeared. That the 
increased cardiac size due to hypothyroidism does not 
subsequently cause functional impairment is shown by 
the persistence of clinical improvement in patients 
operated on from one to one and a half years before. 
These studies demonstrate clearly that “myxedema 
heart,” in the sense of a causal agent precipitating cir- 
culatory failure or angina pectoris, does not develop 
in patients with induced hypothyroidism in whom the 
basal metabolic rate is maintained at about minus 30 
per cent. 

Mental Changes.—We have found that the mental 
torpor usually associated with spontaneous myxedema 
is not present in our subjects maintained at a basal 
metabolic level between minus 25 and minus 30 per 
cent. Psychologic tests performed on our patients by 
the psychologist conducting the investigation, .Dr. 
Nathaniel Goldman, have shown no evidence of any 
unfavorable changes. Most patients state that they are 
able to think far more clearly than before operation, 
owing probably to the fact that with the subsidence of 
congestive failure they compare their postoperative 
state with the grogginess of advanced circulatory insuffi- 
ciency. Although speech is somewhat slowed in some 
patients, mental acuity is not impaired. With meta- 
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bolic rates of minus 30 per cent or lower, patients not 
infrequently show emotional irritability and mental 
slowing, which are promptly alleviated by the admin- 
istration of small doses of thyroid, such as one-fourth 
grain (0.016 Gm.) of thyroid daily. 


Arteriosclerosis and Blood Cholesterol.—lIt is believed 
by some observers that, in the presence of myxedema, 
arteriosclerotic changes advance more rapidly. The 
supporting evidence for this belief is by no means 
clear, particularly since spontaneous myxedema tends 
to occur in older persons who naturally show arterio- 
sclerosis. As observed by Hurxthal ** in spontaneous 
myxedema, the serum cholesterol concentration has 
become elevated as the basal metabolic rate lowered in 
our patients. Clinical observations in our patients have 
failed to reveal any evidence of progressive arterio- 
sclerosis up to the present. 

Urinary Changes.—The possibility that a decreased 
blood flow to the kidneys might result in impaired renal 
function, as indicated by albuminuria and the appear- 
ance of abnormal elements in the urine, has been inves- 
tigated by Dr. H. A. Derow. Repeated studies over a 
period of eighteen months have failed to reveal any 
such changes. 

Anemia.—The so-called anemia of spontaneous myx- 
edema is a well recognized entity.** Many of our 
patients have shown a decrease of from one half to one 
million red blood cells per cubic millimeter, with a 
proportionate decrease in hemoglobin , concentration. 
After reaching these levels, there have been no further 
progressive changes. These changes have not resulted 
in any symptoms and probably represent an adjustment 
by the hematopoietic system to the hypothyroid state. 
No patient has required thyroid or iron for the treat- 
ment of anemia. 

Changes in Gastric Secretion—Routine analyses of 
the gastric contents before and at varying intervals 
after operation have been performed by Dr. Benjamin 
Alexander in a series of patients. With the develop- 
ment of the hypothyroid state there has been a definite 
lowering in the free hydrochloric acid secretion of the 
stomach, but in no case has anacidity been noted. 


CONCLUSION 


The beneficial results that have been achieved by 
complete thyroidectomy in patients with congestive 
failure and angina pectoris warrant the further appli- 
cation of this procedure in patients who, in spite of all 
available medical procedures, are incapacitated. The 
precautions to be exercised in the selection of cases in 
the preoperative, operative and postoperative manage- 
ment, and in the treatment of the various complica- 
tions, must be rigidly adhered to if the operative risk 
is to be reduced to a minimum and the fullest possible 
benefit is to be conferred on such patients. 

330 Brookline Avenue. 

ABSTRACT OF DISCUSSION 

Dr. SamMueL A. Levine, Boston: I shall summarize the 
results of thyroidectomy for intractable heart disease performed 
at the Peter Bent Brigham Hospital. The first two cases 
were subtotal thyroidectomies performed in 1927 and 1932, 
respectively. The first total removal of the normal gland for 
intractable heart disease was performed on Dec. 14, 1932. 
Postmortem examination in this case nine months later failed 
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to show any remaining thyroid tissue. E. C. Cutler performed 
this and all subsequent operations here reported at the same 
hospital. Although the criteria for selection are as yet not 
clear, one prerequisite we have insisted on before advising this 
operation is that it must be certain that the patient has been 
treated adequately and has not improved, and that he is unable 
to work. There has been little to lose or to look forward to 
in those selected if left to the ordinary methods of treatment. 
In this second series I report thirty cases, twenty-three with 
angina, all having attacks at rest as well as on effort, and 
seven cases of congestive heart failure, six with mitral stenosis 
and one nonvalvular. There were two operative mortalities, 
6.7 per cent. In the twenty-three cases of angina the results 
were excellent in eight, good in seven, moderate in three and 
fair in two. Two patients died within twenty-four hours after 
the operation, and another a week later of coronary thrombosis. 
For the seven cases with congestive failure, the results were 
excellent in four, good in one, moderate in one and no improve- 
ment in one. The results need to be reconsidered because the 
mild myxedema induced carries with it some handicaps, both for 
the present and for the future, of deleterious processes. Despite 
this, when it is appreciated that the cases so far selected had 
a poor prognosis as to life expectancy and comfort, the impor- 
tance of possible harmful late effects loses much of its signifi- 
cance if increased comfort is obtained. When I first suggested 
to Dr. Blumgart a generous subtotal thyroidectomy in hopeless 
chronic cardiac cases it was because of a chance removal of a 
normal gland followed by an unexpected striking improvement 
in a patient with stubborn congestive heart failure. The 
explanation of the improvement when it occurs either in the 
anginal or in the congestive group is a difficult matter. For 
the present I would caution against too great optimism and 
urge that total, thyroidectomies be undertaken with great cir- 
cumspection. Notwithstanding this, I believe this operation 
will add to our means in the treatment of chronic intractable 
heart disease. 

Dr. J. H. Means, Boston: It would be desirable to point 
out that it is fair to look on this work as the joint contribution 
of Drs. Blumgart and Levine. These men, since their first 
joint publication, have worked in separate clinics and that is 
perhaps well because it means that the amount of material 
studied has been that much greater. The early operative cases 
at the Beth Israel Hospital, which I saw, were very convincing 
and I sent one of my patients there to be operated on. He 
had chronic pulmonary heart disease with extreme emphysema. 
The result was so brilliant that I was very much impressed. 
At the Massachusetts General Hospital we have operated on 
eleven patients. The mortality has been rather high. Two 
patients died of postoperative causes and two died within a few 
months, so that our mortality is four out of eleven, which is 
much higher than it should be. This was due to bad selection 
of cases and not to incompetence of our surgeons. I think the 
internists are responsible for this mortality because of unwise 
selection of cases. Our cases have all been ones of congestive 
failure. One patient who had angina had an infarct and had 
congestive failure as well. We have not had the experience with 
an uncomplicated case of angina pectoris, of which the authors 
spoke. I think it is a perfectly logical procedure in angina. It 
may turn out the most favorable type of case to treat. I feel 
that we should look on this work with open minds and should 
watch the progress of these operative cases carefully. We 
can’t say, in less than two years, what the ultimate outcome 
will be. It may turn out that we have merely postponed the 
evil day for a year or two. Perhaps in ten years very few of 
these operations will be done. We shall have to pursue a policy 
of intelligent, watchful waitimg to evaluate properly what seems 
at the moment to be a very important therapeutic advance. 

Dr. R. R. SnowpveN, Pittsburgh: The material presented, 
especially the clinical records with the ultimate results in this 
series of properly selected cases, indicates that this is a bold 
therapeutic procedure, which is useful if properly controlled. 
It represents fundamentally the reduction of the demand on the 
heart to a level that is within the capacity of the heart. If 
that basic principle is borne in mind, together with other 
features insisted on by the authors, the procedure can be used 
with great effectiveness. Perhaps the results are only tem- 
porary, but even so, if a year of comfort can be added to the 
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patient's life, it is very much worth while. I feel that perhaps 
a definite warning is in order. The rather striking results 
attending certain cases are such that there may be an epidemic 
of removal of thyroid for heart disease. Care should be 
taken that this does not occur. Cases should be very carefully 
selected. Most important, I believe, is the insistence that the 
total amount of thyroid material be removed, because a partial 
thyroidectomy will give only the most transitory beneficial 
effects. Total thyroidectomy as a surgical procedure has its 
own distinct technical problems, and therefore it should not be 
undertaken by any surgeon unless he is familiar with the 
peculiar difficulties of it. I would suggest very careful selec- 
tion not only of suitable cases but also of the surgeon. 

Dr. WittrAmM B. Porter, Richmond, Va.: The authors 
have presented data that appear to establish unequivocally the 
therapeutic value of total ablation of the thyroid gland in aid- 
ing the adjustment mechanisms in chronic organic heart disease. 
The introduction of this procedure must be accepted as a chal- 
lenge to the physician, for the safe and sane use of so drastic 
a measure in the symptomatic control of disease is fraught with 
many pitfalls. One has only to recall the long period elapsing 
between Withering’s accurate description of the therapeutic use 
of digitalis and the general comprehension by the profession 
of its indication, proper dosage and limitations. The indications 
for and limitations of this new procedure have been admirably 
presented by Drs. Blumgart and Berlin, yet one feels some 
misgivings about their general application. The selection of 
patients for total ablation of the thyroid gland must be made 
from that group of patients who have not regained adequate 
cardiac reserve following the use of established therapeutic 
measures and in whom the pathologic lesions in the heart are 
not of a rapidly progressive nature. What constitutes adequate 
therapy is largely a matter of individual opinion, and one’s 
opinion is based on one’s knowledge and experience in a given 
field. That the majority of patients referred as suitable candi- 
dates for ablation of the thyroid gland have not been adequately 
treated is demonstrated by the fact that satisfactory clinical 
improvement has followed admission to the wards for study and 
treatment. The crux of the whole matter is the differentiation 
between progressive heart failure due to active pathologic 
lesions and recurring or irreducible heart failure accompanying 
advanced stationary lesions. It is my opinion that only in the 
latter group does one find those patients who may be justifiably 
expected to respond favorably after reduction of the oxygen 
requirements. It is reasonable to suggest that ablation of the 
thyroid gland as a therapeutic measure in cardiovascular disease 
remain for the present in the hands of experienced and specially 
trained internists and surgeons. 

Dr. W. O. THompson, Chicago: During the administration 
of solution of pituitary to a patient with exophthalmic goiter, 
the severity of the disease increased in association with an 
increase in basal metabolism. The patient had typical anginal 
attacks before the metabolism rose, and the number and severity 
of these attacks increased after it rose. It has been observed 
that when thyrotoxicosis and angina pectoris are present in 
the same patient, the severity of the angina is greatly reduced 
when the metabolism is restored to normal by thyroidectomy. 
It has been noted by several observers that, in patients with 
myxedema, angina may first appear when the metabolism is 
raised by the administration of desiccated thyroid. This is 
related to the observation of Blumgart and his associates that 
in their patients with angina who have had thyroidectomies the 
angina can be made to recur by administering thyroid. There 
appears to be some relationship between angina attacks and 
the level of thyroid function. There are just one or two other 
things that should be borne in mind, particularly in view of 
the large number of thyroidectomies that may be expected for 
heart disease in the future. I recall the development of certain 
cardiac symptoms in patients who became myxedematous after 
having been made better by desiccated thyroid. For example, 
one patient develops dull precordial pain and frequent attacks 
of palpitation and tachycardia whenever her metabolism drops 
to a level of minus 25 per cent or lower, and these signs and 
symptoms disappear when the metabolism is raised to normal 
with thyroid. Undoubtedly the heart muscle shares in the 
general myxedematous condition of tissues, and one of the 
characteristic manifestations in myxedema is generalized muscle 









wa we a 


' 


VoLuME 104 
NuMBER 1 


ANGINA 





weakness. The level at which this muscle weakness becomes 
evident varies greatly. It is certainly much greater at a level 

f minus 40 per cent than at a level of minus 25 per cent but 
in some individuals may be very striking at the higher level. 
In observing a large number of patients who have myxedema in 
comparatively mild form, with basal metabolic rates of from 
minus 20 to minus 30 per cent, a history of muscle weakness and 
most of the characteristic symptoms of myxedema can be elicited 
by very careful examination. The difference between such 
patients and patients with rates of minus 40 per cent is merely 
in the intensity of these signs and symptotiis. Thus, on the one 
hand, there is apparently definite relief of angina by thyroid- 
ectomy and, on the other hand, one should bear in mind the 
mvxedematous condition of the heart muscle. In the evalution 
of improvement, it will be necessary to consider the condition of 
the patient, not immediately after thyroidectomy or two or three 
months afterward, but a year later, because it is well known 
that the myxedematous condition of tissues develops very slowly. 

Dr. Georce M. Curtis, Columbus, Ohio: This contribution 
is impressive for two reasons: first, the careful clinical investi- 
gation and thought that form its basis and, second, the results 
which this group and others have obtained. My associates and 
| have made six total thyroidectomies for cardiovascular disease. 
Our series is, in miniature, similar to those which have been 
reported. We have had no tetany or no recurrent nerve injury. 
Total thyroidectomy has been accomplished on two patients 
with malignant hypertension. There ensued a fall in the blood 
pressure, both diastolic and systolic. On the other hand, on 
rehabilitation, the elevated blood pressure returned. There 
was, perhaps, a fall of 20 points. Both patients are under 
observation. It is too early to judge of any final effects. 
Our best result is in the case of a woman who came to us with 
an elevated basal metabolic rate and an elevated blood iodine. 
The iodine metabolism of the six patients has been investigated. 
Their blood iodine was originally increased, as it is in patients 
with hyperthyroidism. This may prove to be of significance. 
Subsequent to adequate management and bed rest, the blood 
iodine decreased. Immediately following the total thyroidectomy 
there ensued a marked, but transient, increase in the blood 
iodine. There was also a marked loss of iodine in the urine. 
I would add particularly to this discussion that, subsequent 
to total thyroidectomy in man, about two thirds of the normal 
hlood iodine disappears. 

Dr. EMANUEL LipMAN, New York: At a_ presentation 
which Dr. Blumgart made in New York some eight months 
ago, I discussed the possibility of a nerve factor .playing a role 
in the results. Apart from nerve sectioning, I had in mind 
another mechanism. I have made the interesting and therapeu- 
tically valuable observation that in cases of subacromial bursitis 
in which, because of pain, there is difficulty in raising the arm, 
it often happens that the arm can be fully raised if one presses 
against the spine (usually at the level of the angle of the lower 
jaw) for from one to two minutes. Such a result may last for 
hours, days, weeks or even months. Because of this experience, 
and some clinical observations on the autonomic nervous system, 
I thought of the possibility of an influence on the heart, by 
virtue of irritation of nerves due to manipulation during the 
removal of the thyroid gland. Dr. Blumgart has meanwhile 
published studies on this question and finds that there is an 
early relief of pain in some cases as the result of cutting the 
nerves. In most cases the pain returned, to disappear again 
when the basal metabolism was much lowered. It would appear, 
therefore, that the possible factor to which I drew attention 
plays no role in the permanent results. As there are various 
causes of “angina pectoris” it is essential, particularly in thera- 
peutic studies, to determine the cause in each case, as far as 
possible. The clinical picture may be due to distention or 
disease of the aortic wall, hypertension, and coronary narrow- 
ing or closure at the orifices of the coronary arteries or in 
their course. It may also be due to disturbance of the cardiac 
nerves, spasm of the arteries, and possibly edema of the heart 
muscle. I have drawn attention to the fact that there are 
cases of coronary artery disease in which the metabolism is 
low and the best results are not obtained until thyroid substance 
is administered. Dr. Thompson has just described a case of 
this kind. “Angina pectoris” due to coronary artery disease 
is to my mind part of metabolic disturbances usually called 
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“gouty.” In these disturbances a low basal metabolism is not 
infrequently encountered. A study of this subject may throw 
further light on the results of Dr. Blumgart. It would also be 
of interest to study the water metabolism in the patients who 
have been subjected to operation. Thyroid activity may increase 
the discharge of water from the body. Dr. Blumgart’s work 
represents a combination of fundamental physiologic investiga- 
tions and clinical observations. The next step will be to seek 
a possible remedy that will eliminate the necessity of an opera- 
tive procedure. 


Drs. EoMuNp HorcGan and James ALEXANDER Lyon, Wash- 
ington, D. C.: Total ablation of the thyroid is a formidable 
operation. We feel that we have accomplished similar results, 
without damaging effects, by doing a much simpler operation. 
About twelve years ago we observed, on examination of patients 
with recurrent exophthalmic goiter after a subtotal thyroid- 
ectomy, that there was a thrill and bruit over the thyroid 
arteries just as we observe it in cases of exophthalmic goiter 
in which operation was not performed. From this observation 
we got the idea that, if the superior and inferior thyroid 
arteries were divided and ligated when a thyroidectomy was 
done, the patient would not have a recurrence of the hyper- 
thyroidism, and it has been our practice to divide all the vessels 
at the superior poles and to ligate the inferior thyroid arteries 
in all cases of exophthalmic goiter. This practice we have 
carried out consistently for a number of years. Recently we 
made a study of a group of 300 patients from five to ten years 
after thyroidectomy had been performed on account of hyper- 
thyroidism. In the group there were patients who previously 
had been operated on two or three times on account of per- 
sistent or recurrent hyperthyroidism. Certain patients appeared 
to have badly damaged hearts at the time of operation and were 
what is generally termed “thyrocardiacs.” We were impressed 
by noting that the heart had returned to a condition which 
could be considered normal in all the cases studied except those 
in which organic heart disease had been present. From this 
observation we were led to believe that stopping the effects of 
hyperthyroidism in these cases was not entirely due to removal 
of the major portion of the thyroid gland but that the divison 
and ligation of the superior and inferior thyroid arteries cut 
the pathway of nerve stimuli from the sympathetic nervous 
system to the thyroid and cut down the amount of blood enter- 
ing the gland. This operative procedure was also shown to 
lower the basal metabolic rate, to lessen the circulatory demands, 
and to lighten the work of the heart. We therefore considered 
using the procedure of dissociation of the thyroid from the 
sympathetic nervous system in cases of congestive heart failure 
and angina pectoris. So far as we know, the procedure had 
not been carried out previously. We have had an opportunity 
to perform this operation in two cases. The beneficial results 
are striking. Whether the cutting of the sympathetic nerves 
to the thyroid gland by dividing the blood vessels cut any 
sympathetic fibers to the heart we are not in a position to say. 

Dr. HerrMANN L. BiumGart, Boston: I am grateful to 
the various discussers for the many interesting points brought 
out, and I wish that time were sufficient to cover the numer- 
ous considerations offered for discussion. The history of ideas 
is always interesting, but this is hardly the time or place to 
present an outline of the previous work along these lines. Such 
summaries are available in the first communication on total 
thyroidectomy for chronic heart disease by Blumgart, Levine and 
Berlin published in the Archives of Internal Medicine in June 1933, 
and also in the paper by Blumgart, Riseman, Davis and Berlin 
in the same periodical in August 1933. Some points brought 
out by the various discussers may be grouped under several 
headings. One is the importance of removing the normal 
thyroid gland completely. Subtotal removal of the normal 
thyroid for nonthyrogenous heart disease was done previously 
by various investigators. Crile, Riesman, Boas and Shapiro, 
Rose, Dautrebande and others had performed such operations 
without obtaining sufficiently favorable results to justify sub- 
total thyroidectomy as a valid therapeutic measure for the relief 
of nonthyrogenous disabling heart disease. Dr. Levine’s case 
of Dec. 14, 1933, to which he has just referred, likewise falls 
in this category. Though he states that a total thyroidectomy 
was done, his report of the case in the New England Journal 
of Medicine in October 1933 states that some thyroid tissue 
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was left about the left upper pole. This, therefore, was not 
a total thyroidectomy. Dr. David D. Berlin had previously 
performed several similar maximal subtotal thyroidectomies 
(Arch. Int. Med., June 1933). Further discussion of the neces- 
sity for complete removal of every vestige of normal thyroid 
tissue is available in the several communications by Dr. David 
D. Berlin (e. g., Am. J. Surg., July 1933) as well as in the 
communication by Drs. Harry Friedman and H. L. Blumgart 
in THE JOURNAL, Jan. 6, 1934. An interesting group of cases 
consists of those giving clinical evidence of thyrotoxicosis but 
in which the thyroid is morphologically normal. We have 
encountered two such cases, which do not of course form part 
of the group reported here. A case studied by Stricker, in 
which operation was performed by Leriche, and reported in 
1930, likewise is in this category. Also a case observed in 1927 
and first reported by Rosenblum and Levine in 1933, five months 
after the present investigation was begun by us, likewise showed 
evidences of thyrotoxicosis. The patient had a somewhat 
elevated metabolic rate and showed a favorable response to 
iodine medication. I wish that time permitted discussion of 
Dr. Means’ remarks. It was after our first failures in subtotal 
thyroidectomy that I consulted Dr. Means and asked whether 
he thought it was feasible to remove the entire gland without 
incurring undue hazard. I feel that, were it not for his encour- 
agement as to its practicability, we might not have attempted 
total ablation of the thyroid. I am in hearty accord with the 
opinion that the operation should not be undertaken except in 
a carefully selected group of patients who do not respond 
favorably to the usual medical procedures. I, too, have grave 
misgivings as. to the uncritical and unskilled application of a 
procedure such as this, which involves surgical intervention 
and which in spite of our experience of no operative deaths in 
the last thirty-five cases must always be considered to entail 
an inevitable risk. 
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The chemical compound dioxyanthranol 1-8 differs 
in its structural formula from chrysarobin by the lack 
of the methyl group. It is formed by reduction from 
dioxyanthraquinone 1-8, a substance used in industry. 
Dioxyanthranol 1-8, under the trade name Cignolin, 
was introduced into dermatology in 1916 as a substitute 
for chrysarobin by Galewsky* and Unna.’? The latter 
carried through elaborate studies of its action on normal 
and diseased epidermis and showed that the elimination 
of the methyl group was responsible for the superior 
activity of the drug, that the 1-8 position of the 
hydroxyl groups in both chrysarobin and dioxyan- 
thranol is responsible for the antisporiatic effect, and 
that the latter is approximately from two to five times 
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as effective as the former on the same patient. Appar- 
ently, owing to manufacturing difficulties, it was with- 
drawn from the market in 1924 over the protest of 
Grumach* and Hauck,* but in 1927, following its 
further use, Galewsky ° reported on ten years’ experi- 
ence with the drug, and Lith ® in 1927 endorsed it on 
seven years’ experience. When in 1929 the manufac- 
turers again decided to stop production, Kromayer ‘ 
came to its defense with a report of 600 cases of 
psoriasis in which it had been most effectively used, 
as well as a considerable material including other 
dermatoses. 

Dioxyanthranol 1-8 has sustained in the literature 
the usual experience of a preliminary, perhaps exces- 
sive, enthusiasm, followed by some reaction but with a 
steady gain in fundamental support. Its use on the 
continent of Europe is apparently extending and it 
has the unpublished endorsement of several of the 
foremost dermatologists of Europe today. Our atten- 
tion was called to it by Pautrier.* It is significant that 
no author thus far has found the results with dioxy- 
anthranol disappointing. Bruhns,® who is the least 
enthusiastic about it, concedes its usefulness. Galewsky, 
Unna, Meierowsky and Stiebel,’® Bruck," Kretschmer,’? 
Ihle,** Brinitzer and Bottstein,'* Saudeck,’® Roth,'® 
Schaffer,'7 Werler,’® Pinkus,’® Veiel,?® Polland,?! 
Ullmann,” Ludwig,”* Grumach, Hauck, Luth, Kro- 
mayer, Nobl ** and Rosenthal *° were greatly impressed 
with the advantages of this drug in psoriasis. Unna 
hailed it as the greatest addition to dermatologic ther- 
apy after pyrogallol. Meierowsky and Stiebel in an 
experience of more than 600 cases thought it superior 
to chrysarobin in the infiltrated forms. 

The advantages claimed for dioxyanthranol 1-8 
include the following: 


1. Definite chemical composition and economical synthesis 
from an available material. 

2. Effectiveness in very low concentrations (from 0.1 to 2 per 
cent). 
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3. No constitutional symptoms such as renal irritation in 
these low concentrations. 

4. Limitation of the dermatitis-inducing action to the area 
of application without tendency to extension or generalization. 

5. No production of conjunctivitis, even when used on the 
face and scalp. 

6. Comparatively little discoloration of clothes or skin and 
practically no discoloration of hair in the concentrations 
employed. 


These claims for dioxyanthranol in the literature, 
together with favorable verbal comment from Euro- 
pean authorities, led us to give the drug a clinical trial, 
the material for which was supplied at our request by 
Dr. G. W. Raiziss. The only references to the drug in 
the American literature which we have been able to 
find are those of Ahlswede *° in his textbook on derma- 
tologic treatment, and Beckman** in his book on Treat- 
ment in General Practice. While other American der- 
matologists have doubtless had some experience with 
it, the precarious source of supply has probably inter- 
fered with its more extended study. 

Dioxyanthranol 1-8 is a yellow crystalline powder, 
insoluble in water but easily soluble in the organic sol- 
vents and mixing readily with fat. It can replace 
chrysarobin in practically all combinations and may be 
used in ointments, lotions and paints, with coal tar 
solution, anthrasol, salicylic acid, resorcin, sulphonated 
bitumen and ammoniated mercury. Petrolatum, ben- 
zene, alcohol, glycerin, chloroform and collodion may 
be employed in the base. Unna preferred a water- 
soluble varnish with gelanth. The drug is an effective 
addition to Dreuw’s ointment *°” in resistant psoriasis. 
The color of the preparation is least noticeable in white 
petrolatum, and this is, on the whole, an available and 
satisfactory ointment base. 

The concentrations employed range from 0.1 to 5 
per cent, but the safe effective range may be taken as 
from 0.1 to 1.5 per cent. It is usually advisable to test 
the patient’s tolerance by a low concentration, such as 
0.1 per cent, but most of our good results required 
0.5 per cent and occasionally 1 per cent. Two per cent 
ointment has been known to produce an occasional 
severe dermatitis. That the safety range of the prep- 
aration is considerable is evidenced by an experience 
in the manufacture of the drug in which a chemist, 
handling a concentrated ether solution, accidentally 
splashed it on his face and arms. Although within 
twenty-four hours an intense dermatitis of the eyelids 
developed on the contact site, there was no con- 
junctivitis. 


RESULTS OBTAINED IN FIFTY CASES OF 
PSORIASIS 

To test the effect of dioxyanthranol 1-8 in this dis- 
‘ase, fifty white patients with resistant psoriasis who 
had been subjected to various forms of treatment were 
treated with dioxyanthranol 1-8 in concentrations rang- 
ing from 0.1 to 1 per cent in a petrolatum base. No 
preparatory treatment was used, although Kromayer 
has particularly recommended the vigorous removal of 
scales to increase the effect. Forty of our patients were 
observed for more than one month, and twenty-four 
were observed from three to seven months. The process 





_26. Ahlswede, Eduard: Practical Treatment of Skin Diseases with Spe- 
cial Reference to Technique, New York, B. Hoeber, Inc., 1932. 

26a. Beckman, Harry: Treatment in General Practice, ed. 2, Phila- 
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26b. Dreuw’s ointment consists of salicylic acid, 10 Gm.; chrysarobin, 
20 Gm.; rectified oil of birch tar, 20 cc.; green soap, 25 cc., and petro- 
latum, 25 Gm, 
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was chronic in forty-five and in the acute phase in five 
patients. The duration of the psoriasis was longer than 
five years in twenty-five cases, and in fifteen it had per- 
sisted from ten to twenty years. In nineteen cases the 
psoriasis was general in distribution, in twenty-nine it 
involved the scalp, and in six there were lesions on 
the face. Treatment was carried out in the winter 
months, when the resistance of psoriasis patients to 
therapeutic measures is usually at its height. The 
methods of treatment employed prior to the application 
of dioxyanthranol 1-8 included the low nitrogen diet, 
crude coal tar ointment and ultraviolet ray applications, 
ointments containing ammoniated mercury and salicylic 
acid, intramuscular autohemotherapy, salicin (Pernet 
treatment), x-rays, arsenic, chrysarobin, potassium 
iodide and balneotherapy. Of thirty-three patients 
treated by this variety of methods, seventeen had sus- 
tained a moderate improvement, three had sustained a 
slight improvement and only two had been cleared. Six 
patients were unimproved and in five cases there were 
no data. , 

In estimating the rapidity of the effect of the new 
drug, allowance must be made for the fact that the 
patients were uniformly started on 0.1 per cent, which 
is definitely insufficient in a number of cases, in order 
to test their tolerance. 


EFFECT OF DIOXYANTHRANOL 1-8 ON PSORIASIS 
OF THE SCALP 

The effect of dioxyanthranol 1-8 on psoriasis of the 
scalp is separately considered because of the apparently 
striking effect of this drug in a field in which chrys- 
arobin cannot be used. Of the twenty-nine cases 
of psoriasis of the scalp, eighteen underwent com- 
plete involution, fifteen within five weeks. Seven addi- 
tional cases achieved from 80 to 95 per cent involution 
within the same period. Four cases proved relatively 
resistant in that from 30 to 70 per cent involution was 
achieved in from one to four months. As a rule, the 
0.1 per cent concentration was used and rarely the 0.25 
per cent concentration. 


EFFECT OF DIOXYANTHRANOL 1-8 ON PSORIASIS 
OF THE BODY 

In treating psoriasis on the body it was rarely neces- 
sary to exceed 0.5 per cent concentration, and treat- 
ment was usually begun with 0.1 per cent. Complete 
involution was achieved in twenty-three cases within 
four months, sixteen of them within five weeks. 
Ninety per cent involution was achieved in seven cases 
within three months, five of them within four weeks. 
Eighty per cent involution was achieved in eight addi- 
tional cases within four weeks, and seven cases achieved 
from 40 to 70 per cent involution in from one to four 
weeks. Only one case remained resistant to dioxy- 
anthranol 1-8, and in this case the body lesions improved 
50 per cent in two months but the eczematoid psoriasis 
of the legs was unaffected. 

It should be recalled that the results described were 
obtained by the ambulatory-dispensary type of patients, 
in highly resistant psoriasis, with practically none of 
the attendant inconveniences of hospitalization, strenu- 
ous bathing and scrubbing, diet, slavery to the lamp, 
and so forth. A relapse occurred in seven patients, in 
two within two and one-half months after the discon- 
tinuance of the ointment. It appeared that the use of 
the ointment should be continued for some time after 
the disappearance of the last lesion in order to clinch 
a good result. 
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TREATMENT OF OTHER DERMATOSES 

While psoriasis has thus far been the principal field 
for dioxyanthranol 1-8, as for chrysarobin, the drug 
has been successfully employed in cutaneous mycoses, 
pityriasis rosea, seborrheic eczema, lichen simplex 
chronicus, lichen planus, alopecia areata, folliculitis, 
psoriasiform eczema, lupus verrucosis, defluvium capil- 
litii in the young, acne indurata, parapsoriasis, inter- 
triginous and anal eczemas (presumably mycotic), 
erysipeloid, edema eczematosum (Unna), ulcus cruris, 
impetigo and herpes. In the fungous infections of the 
skin it has been rated as almost specific by Galewsky, 
Meierowsky and Stiebel, Bruck, Kretschmer, Brinitzer 
and Bottstein, Ihle, Saudeck, Schaffer, Bergner, Pol- 
land, Ullmann, Ludwig, Piowaty,?* Grumach, Hauck, 
Lith, Kromayer and Kenedy.*®* Meierowsky and 
Stiebel, Brinitzer and Bottstein, Polland, Piowaty and 
Galewsky think that the chief domain of this drug is 
in the superficial mycoses. Ludwig obtained healing 
of mycotic eczema in from eight to fourteen days with 
from 0.25 to 1 per cent of dioxyanthranol 1-8. Piowaty 
in 1920 treated 129 cases of superficial fungous infec- 
tions with 0.25 per cent dioxyanthranol 1-8 applied two 
or three times at intervals of from two to three days. 
He concluded that it was superior to iodine or hydrogen 
dioxide. 

In pityriasis rosea Kromayer rated the effects as 
remarkable, stating that the 0.1 per cent ointment 
materially shortened the duration of the usual period 
of treatment. Ludwig cured his patients in from eight 
to fourteen days. In alopecia areata Galewsky, Piowaty 
and Ejichholz *® were especially impressed with the 
results. Eichholz and Piowaty rated it as the most 
effective drug now available in the treatment of this 
condition. 

In sixty-five cases of sycosis, Bergner *° found that 
he could obtain good results in the superficial variety 
but was not so successful in the deeper type. Polzin * 
rapidly obtained good results in five cases of acne 
indurata that had resisted the usual forms of treatment. 
Liith over a period of three years found the drug use- 
ful in various inflammatory dermatoses. 

Our own experience with the treatment of other 
dermatoses than psoriasis is at this writing insufficient 
for a full report. Our impressions of its use in alopecia 
areata (from 0.1 to 0.5 per cent), dermatophytosis of 
the hands and feet (from 0.1 to 0.5 per cent), lichen 
simplex chronicus and seborrheic dermatitis are very 
satisfactory. The involution in four cases of tinea 
versicolor was exceedingly rapid, although in one of 
these cases 0.25 per cent ointment produced a definite 
general dermatitis. 

CONCLUSIONS 

1. Dioxyanthranol 1-8, a definite synthetic chemical 
compound, which may be considered as chrysarobin 
without the methyl group, is an effective drug and a 
desirable substitute for chrysarobin in conditions in 
which chrysarobin has heretofore held the field. 

2. It is usable in low concentrations (from 0.1 to 
1.0 per cent), and when thus employed gives rise to 
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no constitutional symptoms, does not produce extensive 
dermatitis, produces comparatively little discoloration 
of the clothing, and may be used on the scalp without 
serious discoloration of the hair and on the face with- 
out producing conjunctivitis. 

3. The European literature on this drug is extensive, 
in general favorable, and in such extensive reports as 
those of Kromayer (600 cases), enthusiastic. 

4. Our own experience with it indicates that it pro- 
duced involution of inveterate psoriasis when a wide 
variety of other forms of treatment, including that with 
chrysarobin, had failed. This is especially true of 
psoriasis of the scalp. In a series of fifty patients 
unaffected by previous treatment over a long period 
of time, 82 per cent had good results averaging 60 per 
cent involution or better, within from one week to four 
months, and 46 per cent were completely cleared within 
this period. 

5. Seven relapses observed indicate that treatment 
should be prolonged considerably beyond the disappear- 
ance of the last lesion for the most lasting effect. 

6. Mild dermatitis, mild folliculitis and slight pig- 
mentation are occasionally produced. No albuminuria 
and no conjunctivitis were observed. 

7. Pruritus, associated with psoriasis, was relieved 
in a number of cases. 

8. In fungous infections of the skin the effect of 
the drug is second to that in psoriasis, according to 
European authors. In alopecia areata, pityriasis rosea, 
sycosis barbae (superficial), seborrheic processes and a 
variety of other conditions very favorable results have 
been reported, but our own material is too small for 
presentation. We are favorably impressed with its 
action on the mycoses and alopecia areata. 

9. Dioxyanthranol 1-8 is not proposed as a new drug 
nor one completely free from the objections familiar in 
the use of chrysarobin. It is none the less, we believe, 
a superior substitute, which deserves greater popularity 
now that it can be made readily available in this 
country. 

255 South Seventeenth Street—450 Sutter Street—3800 Chest- 
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ABSTRACT OF DISCUSSION 

Dr. Rosert C. Jamieson, Detroit: A limited experience 
would tend to show that the observations of the authors with 
regard to the therapeutic effect of dioxyanthranol 1-8 in 
psoriasis can be confirmed. Those who used chrysarobin 
twenty years ago appreciate the drawbacks of that drug, its 
uncertain action and its instability. At that time a chrysarobin 
application could be usually depended on to produce a derma- 
titis with a temporary disappearance of psoriatic lesions. Old 
or oxidized preparations, however, were inert. After the war 
it was found to be almost impossible to obtain a chrysarobin 
that had any action whatever except for a slight staining of 
the normal skin. Chrysarobin had been, accordingly, almost 
entirely eliminated from the armamentarium, and as it had 
been impossible to obtain the European preparation, this new 
preparation, dioxyanthranol 1-8, was a welcome addition. 
This drug, of course, is not advocated as a cure for psoriasis, 
but the results obtained from its use should place it before 
chrysarobin or neorobin. The lessened staining properties of 
this preparation also commend its use, and in some cases slight 
change in color of the hair may be a very desirable result, 
especially in gray-haired individuals. I would emphasize the 
advisability of using the drug in very low percentages, as the 
authors have stated, from 0.1 to 0.25 per cent, until the action 
on the skin has been determined and the patient’s tolerance 
established. Dr. Shaffer mentioned that he had one case in 


‘which a 0.25 per cent ointment produced a severe generalized 
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reaction. With regard to treatment of the other dermatoses 
that the authors have mentioned, I feel that further clinical 
trial will be required to determine whether its efficacy will be 
greater or less than the medications already in use. That is 
particularly true with regard to alopecia areata, in which so 
many remedies are advised and in which almost anything will 
yroduce a cure in most cases. As is the case with chrysarobin, 
the dermatitis produced is around the periphery rather than on 
the site of the lesion. In one of Dr. Shaffer's cases the pig- 
mentary reaction was so satisfactory that the ointment was 
applied to the entire body to produce what the patient desired, 
a Palm Beach tan. Continuous or intermittent use will depend 
on the dermal response, and I believe that caution should be 
employed in its use on the scalps of extreme blonds or gray- 
haired persons until its action has been more definitely deter- 
mined. I should like to ask the authors whether they have any 
definite information regarding the oxidation of the drug, that 
is, in its chemical state before it is made up in solution or oint- 
ment, and if the ointment, after its preparation, is at all stable 
or will oxidize as readily as chrysarobin, which was used in 
former years. 

Dr. Max E. OperMayer, Chicago: 
clinic in Austria we used dioxyanthranol for 
treatment of psoriasis and more extensively in the treatment 
of lichenified chronic conditions such as obstinate plaques of 
lichen simplex or lichen planus hypertrophicus. We always 
found it desirable to add salicylic acid to the dioxyanthranol 
ointment, not only for the softening effect but also in order to 
prevent decomposition of the compound. Besides the clinical 
use, however, dioxyanthranol as a chemical compound is of 
special interest to me because it touches on a problem on 
which we have been working at the University of Chicago. 
Our endeavor has been to isolate the active substances contained 
in crude coal tar which are responsible for the therapeutic 
effect in psoriasis. We have learned from our experiences 
in crude coal tar distillation that freshly distilled tar is 
light in color but if exposed to the air assumes at once a 
dark color. The extent of this darkening is directly propor- 
tional to the time of the exposure. It therefore appeared 
reasonable to assume that there are easily oxidized substances 
contained in crude coal tar. When we, on the other hand, 
examined the classes of substances successfully used in psoriasis 
today, we were struck by the fact that most of them, while 
chemically distinct, still present a common property, namely, 
they are all strongly reducing agents (chrysarobin, dioxy- 
anthranol, anthrasol). From that it appeared reasonable to 
assume that the active constituents of crude coal tar belong 
also chemically to the same group. The presence of a reduc- 
ing agent and of easily oxidized substances in crude coal tar 
is indicated by the change in color of the fresh distillate on 
exposure to the air. This led us to the idea that it might be 
possible to reach our object by substituting certain chemical 
compounds for crude coal tar and evaluating them clinically. 
Among the numerous substances that we used experimentally 
I shall mention two, first because they seemed to be the more 
promising of the lot, secondly because their chemical structure 
is not unlike that of dioxyanthranol. These are catechol, or 
orthodihydroxy-benzene, and 8-hydroxyquinoline. All these 
compounds show one outstanding characteristic; namely, that 
they are strongly reducing substances. We are studying at 
present the comparative effect of reduced and oxidized forms 
of the same chemical compounds on patients with psoriasis. 
When our studies are more complete it may well be found 
that the pharmacologic action of substances of the dioxy- 
anthranol group is not much different from that of the sub- 
stances active in crude coal tar. 

Dr. Frep D. WetpMAN, Philadelphia: May I ask what the 
cost of this drug is and whether it is on the market? I 
should like also to state that I am grateful to have attention 
called anew to this, particularly in the treatment of derma- 
tophytosis. I have used chrysarobin as third choice for a long 
time in selected cases. Doubtless many dermatologists will 
now test this new drug, and if they do and wish to get the 
closest and fairest comparisons with other forms of treatment 
they will treat different lesions on the same patient with it 
and with control drugs, instead of simply depending on memory 
as to what their past experiences have been. One group of 
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lesions should be treated, say, by chrysarobin, another by sali- 
cylic acid, and another by dioxyanthranol. 

Dr. Louis A. Brunstinc, Rochester, Minn.: This is inter- 
esting from the standpoint of the relationship of this drug to 
the coal tar products in connection with Goeckerman’s work 
in the use of coal tar, together with ultraviolet radiation in 
the treatment of psoriasis. It is probable that the combination 
of the ultraviolet rays on the tar produces some chemical 
change in the tar, which Julia Herrick has shown spectro- 


_scopically to be similar to that produced in ergosterol by its 


irradiation. Whether it is purely the oil action is not deter- 
mined. The work on some of the crude coal tar products that 
we have been investigating, similar to the work of Obermayer 
and that of Nelson with Osterberg in producing the tar alba, 
has shown that the active principle is no longer contained in 
that preparation. I might suggest that those who have failures 
in connection with the use of dioxyanthranol 1-8 by its local 
application try also the use of the ultraviolet rays, particularly 
through a thin film of the application. If the patient has 
lesions only on the elbows or on the knees, we have found 
that inunctions of the tar over the trunk, together with the 
ultraviolet rays to the entire body, produces a more rapid 
involution than when treatment is limited only to the affected 
sites. 

Dr. Grorce W. Ratziss, Philadelphia: I had the pleasure 
of having prepared under my direction dioxyanthranol, the 
clinical application of which has been described by the authors. 


One may be reminded that twenty years ago the late 
Dr. Schamberg and I prepared a product which we called 


neorobin. The latter has been obtained by reducing chrysarobin 
with nascent hydrogen. I should like to congratulate Dr. Beer- 
man and his collaborators on the undertaking of this interest- 
ing problem; that is, the development of a better treatment 
of psoriasis. The progress in this field has been rather slow. 
In this country it is only a second sustained attempt in twenty 
years. Chrysarobin, which is essentially Cs»H2:O;, is an extract 
from goa powder, derived from the araroba tree of Brazil. In 
the preparation of dioxyanthranol 1-8, which it was proposed 
to call anthralin, almost the same method is used as in the 
preparation of neorobin. The difference is in the starting 
material, which in the new preparation is dihydroxyantira- 
quinone 1-8. We again use nascent hydrogen for reduction. 
The great advantage of this product is in the fact that it is 
a definite chemical compound. It is easily identified by a 
melting point and other analytic methods. The purity of this 
preparation is assured because the starting material can be 
obtained pure. The authors stated that it is more active in 
psoriasis and other dermatoses than chrysarobin or neorobin. 
It seems to be less oxidizable than the last named products. 
Dr. HERMAN BEERMAN, Philadelphia: I want to preface 
my remarks by stating that we have not brought a new treat- 
ment for psoriasis, rather we have revived the dead. With 
reference to Dr. Jamieson’s remarks as to the chemical proper- 
ties of this compound, I was hoping that Dr. Raiziss would 
go more into detail. However, they were amply discussed by 
Unna in 1916. As far as the stability is concerned, we have 
had the drug stored in the clinic for some three or four months 
in collapsible tubes and have found no particular difference in 
effect from the older than we have from the newer batches 
that we received. I am grateful to Dr. Obermayer for his 
remarks on the chemical functions of these compounds. As 
far as salicylic acid is concerned, we have refrained from the 
use of any other compounds in conjunction with this drug, 
mainly to see whether or not the drug itself has any real 
advantages. With reference to Dr. Weidman’s remarks, I 
night state that in his original work Unna used this technic: 
One side of the body was painted or treated with chrysarobin 
of a given strength and the other side with “cignolin,” as it 
was then called. He found that in some cases the percentages 
of chrysarobin required were ten times as strong as of “cig- 
nolin” to get the same effect on lesions on the same patient 
at the same time. As to Dr. Brunsting’s remarks about the 
combined use of ultraviolet rays and this compound, I can say 
that in alopecia areata we were obliged in some instances to 
resort to ultraviolet rays, following the technic of Goeckerman 
in psoriasis, with crude coal tar. The results in a few cases 
treated with the ultraviolet ray combination seemed better. 
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DISABILITIES OF HAND RESULTING 
FROM LOSS OF JOINT FUNCTION 


SUMNER L. KOCH, M.D. 


CHICAGO 


In suggesting the subject of disabilities of the hand 
resulting from loss of joint function I wish to submit 
a problem for consideration and discussion rather than 
a report of facts ascertained and results accomplished. 
To attempt to secure improvement of function in a 
hand with its joints fixed in flexion or extension has 
heen difficult and often unsuccessful. An important 
complicating factor in many cases has been injury and 
fixation of tendons as a result of the original injury 
or infection. Not uncommonly the inability on the part 
of the patient to perform active movements and the 
failure to maintain passive movements have been quite 
as important factors in contributing to the joint fixation 
as have the injury or infection. Once joint function 
has been lost, the problem of restoration has presented 
so many difficulties that one constantly recurs in his 
mind to what might have been, and the problem of 
prevention of joint disability assumes ever increasing 
importance. 

The rapidity with which stiffness can develop at the 
joints of an immobilized hand is often one of the first 
lessons that the surgeon learns in the treatment of hand 
injuries. Too often when a surgeon has immobilized 
one or several fingers in extension because of a meta- 
carpal or phalangeal fracture he finds to his dismay 
at the end of twelve or fifteen days that the affected 
fingers are stiff in extension and that if he attempts 
gently to flex them they spring back into extension 
almost like a strip of spring steel. In the same way, 
if the fingers are kept immobilized for days or weeks 
in a warm wet dressing with the fingers lying extended, 
the thumb extended and alongside the hand, the hand 
and forearm in complete pronation and in slight volar 
flexion at the wrist joint, the resulting disability, owing 
in a considerable part to fixation at the joints, is exceed- 
ingly difficult to overcome. An almost equally serious 
disability results if the fingers are allowed to remain 
indefinitely in the acutely flexed position. 

Once joint fixation has taken place, some form of 
active treatment must be undertaken in order to permit 
movement. Four methods are available: (1) splinting 
and physical therapy, (2) manipulation, (3) extra- 
articular operations, and (4) intra-articular operations. 


SPLINTING AND PHYSICAL THERAPY 

If immobilization has not been maintained for too 
iong a time and there is not absolute fixation at the 
joints in question, considerable improvement can often 
be accomplished by splinting and judiciously applied 
physical therapy. Many types of splints have been 
devised to bring fingers fixed in extension into the 
position of flexion and to draw sharply flexed fingers 
into extension. In the application of such splints in 
my own work I have emphasized several principles: 
the use of elastic tension maintained for long periods ; 
i.e., six, eight or ten hours of the twenty-four; relaxa- 
tion of tension when it begirs to cause pain, and utili- 
zation of splints that can be easily applied to the hand 
and easily removed. 





From the Department of Surgery, Northwestern University Medical 
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Even a slight degree of tension may very quickly 
become intensely painful, and unless the tension can be 
regulated with exactness, and I know of no way oi 
accomplishing this except by the use of elastic tension 
either the patient will release the tension completely anc 
so fail to secure improvement or, unless he is unusually 
stoical and determined to secure improved function at 
any cost, he will refuse to continue with the treatment 
If, particularly at the beginning of the treatment, the 
splint can be completely removed without a great deal 
of effort, and so permit the patient to use contrast baths 
and applications of heat and to employ active and pas- 
sive movement alternately with the application of ten- 
sion, better cooperation will be obtained and_ better 


results secured. 
MANIPULATION 


The indications for manipulation of stiffened joints 
under anesthesia have been very accurately described 
by Jones and Lovett.1./ From my own observation, the 
attempt to secure movement in stiff joints by manipula- 
tion under an anesthetic has resulted too often in 
increased stiffness rather than in increased mobility. 
During the manipulation firm fibrous tissue has been 
torn, hemorrhage and swelling have resulted and 
attempts to preserve the degree of movement possible 
under the anesthetic have caused the patient such intense 
pain that he has insisted on absolute immobilization 
for the time being. When the swelling and pain have 
diminished and movement has again become possible, 
the surgeon has often found that little or nothing has 
been accomplished and not infrequently that the affected 
joints have become more firmly fixed than ever. 

The occasional cases in which I have found manipula- 
tion of value have been those in which, as a result of 
injury or infection, intra-articular or periarticular adhe- 
sions have formed, which have not completely prevented 
movement but have caused persistent pain by tension 
on adventitious bands, newly formed connective tissue 
or even newly formed bone at or near the joint margin. 
If in such cases the part is moved at the affected joint 
once or twice through its complete range of motion, 
one can usually feel and often hear the soft crepitus 
as the adhesions give way. If the hand and forearm 
are then immobilized for twenty-four hours, and if 
active and passive movement is begun promptly after- 
ward, definite improvement in function can be obtained. 

I have rarely seen helpful results follow forcible 
manipulation at the metacarpophalangeal or interpha- 
langeal joints, although Shaw ? has stated that, in his 
opinion, in favorable cases the shortened collateral liga- 
ments of the metacarpophalangeal joints can be freed 
from their attachment to the head of the metacarpal 
bone by manipulation and without open operation. 


EXTRA-ARTICULAR OPERATIONS 

In the small joints of the hand to a much greater 
extent than in joints surrounded by muscles and tendons, 
such as the hip and shoulder joints, stability depends 
on the integrity of the joint capsule, and normal mobil- 
ity on the flexibility that is associated with persistent 
use and movement. 

Fixation at these joints is seen most commonly in 
one of two forms—fixation in extension at the meta- 
carpophalangeal joints, and fixation in flexion at the 
proximal interphalangeal joints. Fixation in extension 





1. Jones, Robert, and Lovett, R. W.: Orthopedic Surgery, ed. 2, 
New York, William Wood & Co., 1929, chapter 5. 
2. Shaw: Personal communication to Dr. A. B. Kanavel. 
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t the interphalangeal joints is fairly common ; fixation 
in flexion at the metacarpophalangeal joints is almost 
never seen. 

Anatomists have carefully described the small joints 
of the hand and have emphasized the laxness of the 
proximal attachment of the volar cartilaginous plate 
which forms the volar portion of the joint capsule of 
the metacarpophalangeal and interphalangeal joints, the 
importance of the firm collateral ligaments (fig. 1), 
and the tenuous character of the dorsal portion of the 
joint capsule, as well as the part played by the extensor 
tendons in compensating for the lack of a well developed 
dorsal portion. 

With reference to the metacarpophalangeal joints, 
Professor Blair * says: 

The capsular ligament is strengthened on each side by a col- 
lateral ligament which radiates fanwise from the tubercle and 
adjacent depression on the side of the metacarpal head to the 
side of the base of the proximal phalanx and to the front of 
the joint capsule. 

When the fingers are flexed sideward movements become 
impossible because of increased tension of the collateral liga- 
ments, which are fixed to the metacarpals nearer the dorsal 
than the palmar surface of their heads, and are also more 
stretched in flexion, owing to the greater width of the palmar 
aspect of the metacarpal articular surface. The metacarpo- 
phalangeal joint of the thumb has much less extensive move- 
ment than the others—hardly any at all from side to side. 

The interphalangeal joints are constructed, as regards to 
ligaments, in exactly the same fashion as the metacarpo- 
phalangeal joints. 


The latter statement, however, should be qualified to 
include the observation that the collateral ligaments at 
the interphalangeal joints cannot usually be identified 
so readily as distinct portions of the periarticular frame- 
work but blend more definitely with the joint capsule 
to form an integral part of it. 

It is probable that surgeons in their efforts to secure 
freedom of movement of fingers and hand have not paid 
sufficient attention to the formation of the joint capsule, 
to the thick and unyielding character of its volar por- 
tion, to the strength and direction of the collateral! 
ligaments, and to the fact that in the movements of 
flexion and extension at the metacarpophalangeal joints 
and to a somewhat lesser degree at the interphalangeal 
joints the base of the distal bone glides forward and 
backward on the head of the proximal bone. Flexion 
at the joint, as Blair has stated, renders the collateral 
ligaments taut ; in extension they are relaxed. 

Shaw * in 1920 emphasized the fact that if the fingers 
are kept immobilized in extension, shortening of the 
collateral ligaments of the metacarpophalangeal and 
interphalangeal joints occurs and that the shortening of 
these ligaments constitutes an important factor in the 
stiffness of the extended fingers and their resistance 
to movements of flexion. He showed, furthermore, 
that if the ligaments are carefully detached from their 
origin on the head of the metacarpal bone a definite 
degree of restoration of flexion can be obtained, and 
retained with the help of splinting and physical therapy. 

Although various methods of splinting have been 
devised to mobilize the small joints of the hand with 
the fingers held stiff in extension, and particularly the 
metacarpophalangeal joints, no one else, so far as I 
know, had previously suggested the procedure described 





_ 3. Blair, in Cunningham, D. J.: Textbook of Anatomy, ed. 6, New 
York, William Wood & Co., 1931, pp. 344-345. 

4. Shaw, C. G.: Ankylosis of the Metacarpophalangeal Joints, M. J. 
Australia 2: 549-551 (Dec. 18) 1920. 
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by Shaw.’ Doubts have been expressed as to its value, 
but in a number of cases in which I have performed 
this operation excellent results have been obtained. 
Following Shaw’s suggestions I have approached the 
joint through two vertical incisions approximately 
1 inch in length, made one on each side of the joint 
in question, and with the center of the incision over 
the prominent tubercle on the dorsolateral aspect of 
the head of the metacarpal bone. The lateral and 
oblique fibers of the dorsal aponeurosis, which help to 
unite adjacent extensor tendons, are divided, and the 
areolar tissue at the side of the joint, underneath the 
dorsal aponeurosis, pushed to one side so as to expose 
the proximal attachment of the ligament to the tubercle 
and to the bone just proximal to and volarward from 
the tubercle (fig. 2). The proximal attachment of the 
ligament is divided with a small sharp knife ; frequently 
some of the periosteum is cut away as the attachment 
is divided. Division of a ligament on only one side of 
the joint has little effect as far as improvement of 

















Fig. 1.—The collateral ligaments of the joints of the fingers. 


flexion is concerned. As the second ligament is divided, 
however, definite relaxation takes place, and the proxi- 
mal phalanx can then be flexed on the metacarpal bone, 
usually to an angle of 110 degrees or even 100 degrees ; 
i.e., almost to a right angle. 

After closure of the incisions with fine interrupted 
sutures, a light plaster or aluminum splint is applied 
to hold the fingers in flexion at the metacarpophalangeal 





5. A “transverse posterior capsulorrhaphy” was suggested in 1919 by 
Wilson and Heyman (Reconstructive Surgery of the Hand, J. A. M. A. 
73: 1811-1817 [Dec. 13] 1919) to overcome stiffness in extension at the 
metacarpophalangeal joints. “The fibrous capsule of the metacarpo- 
phalangeal joint is incised transversely, allowing the maximum of palmar 
flexion at this joint immediately.” 

In 1924 Heyman (The Mobilization of Stiff Metacarpophalangeal 
Joints, Surg., Gynec. & Obst. 39: 506-507 [Oct.] 1924) again referred 
to this procedure: “The extensor tendon is retracted to one side, and 
the joint capsule is exposed. Attempted manipulation at this stage of the 
operation will demonstrate that the resistance is felt to be in the capsule 
of the joint. A sharp tenotome is then used to incise the capsule trans- 
versely, approximately one half its circumference, near its proximal 
attachment. Care must be taken not to injure the articulating cartilage. 
The proximal phalanx is then forcibly flexed to 90 degrees, causing a 
gaping wound to appear in the capsule. The joint can then be put through 
its normal range of motion with little or no resistance.” 

Although it is probable that in such an operation the collateral liga- 
ments would be divided or ruptured, it seems obvious that such an opera- 
tion is a different procedure from that described by Shaw, in that it does 
not purposefully attack the essential structures involved, and in that the 
joint is unnecessarily opened and exposed. 
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joints. The splint is left in place for eight or nine 
days, until the sutures can be removed; active move- 
ment and physical therapy are then begun. 

I have used this procedure in eighteen cases, one 
of them with involvement of the metacarpophalangeal 
joints of the four fingers of each hand. In four cases 
one metacarpophalangeal joint only was involved, in 
two cases two joints, in two cases three joints, in ten 
the metacarpophalangeal joints of all four fingers of 
one hand. In two of these cases the proximal inter- 
phalangeal joints of one finger and in two others the 
proximal interphalangeal joints of two fingers were 
involved as well. I have not had occasion to use it in 
connection with the metacarpophalangeal joint of the 
thumb. In no case did the patient fail to secure a 
definite degree of improvement (fig. 3). 
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Fig. 2.—Dissection to show the position of the collateral ligaments of 
the metacarpophalangeal joints and their relation to the joint space. 


A second and common type of fixation of the fingers, 
not infrequently associated with fixation in extension 
at the metacarpophalangeal joints, is that in which the 
fingers are fixed in flexion at the interphalangeal joints, 
and particularly at the proximal interphalangeal joints.® 
In this type of fixation there are usually complicating 
factors that make treatment peculiarly difficult. There 
may first have been an extensive loss of skin and super- 
ficial tissue on the volar surface of the hand and fingers, 
so that a flexion contracture of the superficial tissues 
has become an important factor in the disability. Sec- 
ondly, as suggested in the opening paragraph, the flexor 
tendons may have been injured and become fixed by 
scar tissue with the result that the fingers are held as 
in a vise and any efforts to extend them passively are 
met by an absolutely rigid resistance. Finally the con- 
traction of the joint capsule and the accessory liga- 
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ments, the result of the original injury or infection, cf 
prolonged fixation in flexion, or of a combination cf 
these factors, plays an important part in the disability, 
Although one cannot ignore the part played by contrac- 
tion of the superficial tissues and by tendon fixation, | 
wish at this time to consider only the role of the joint 
capsule. Perhaps it is sufficient for the moment to say 
that frequently some method of replacing lost skin aid 
subcutaneous tissue must be combined with the opera- 
tion on the joints and that often fibrosed and contracted 
tendons must be freed and lengthened, or must be freed 
and divided with the idea of inserting a graft at a 
second operation after the joints have been successfully 
mobilized. 

To Silver? particularly belongs the credit for empha- 
sizing the important role that contraction of the joint 
capsule plays in this type of contracture and for describ- 
ing an effective method of treatment—subperiosteal 
separation of the joint capsule, usually on the side of 
the convex or condylar segment of the joint: 


As compared with forcible correction it affords a means of 
overcoming contractures not amenable to force, of avoiding 
the danger of fracture as well as of troublesome reaction from 
traumatism, and of causing less pain. Over simple capsulotomy 
it offers the advantage of preserving the continuity of the 
capsule with the consequent shorter period of fixation and the 
lesser danger of recontracture. It also has the very decided 
advantage that in most joints it can be performed subcutane- 
ously, thus making of it a decidedly simple procedure. . . 

The skin is first incised with an ordinary tenotome, well on 
the side of the joint and close to the joint line, the blade is 
carried down to the bone and then the capsule alone is split 
longitudinally from the joint line to its insertion. The elevator 
is now introduced and the attachment of the capsule is 
separated. . . . 

It must not be expected that the contracture can be fully 
corrected in all cases after the capsule has been freed. This 
will depend on how much the other tissues are implicated. 
When the capsule is the chief factor, however, the moderate 
resistance in the other tissues can be expected to yield to the 
gradual method of correction before the periosteum has a 
chance to readhere. 


I have had the opportunity of carrying out Silver’s 
procedure in a few cases, five, to be exact, and believe 
that when the volar capsule is chiefly at fault such an 
operation is definitely superior to violent rupture of 
the capsule by blunt force. I have, however, been 
impressed with the fact that not infrequently shorten- 
ing of the collateral ligaments as well as shortening 
of the volar portion of the joint cay%&ule plays an 
important part in the fixation in flexion at the proximal 
interphalangeal joints, just as it does in fixation in 


extension at the metacarpophalangeal and interphalan- 7 
geal joints. In such cases unless the shortened collateral | 
ligaments are divided or freed from their proximal 7 
attachment relaxation will not be obtained and recur- 7 


rence of the flexion deformity will take place. 
This apparently paradoxical statement will be made 


clear if one remembers that, at the proximal inter- § 
phalangeal joints, flexion to an angle of less than 90 | 
degrees can take place under normal conditions, The 


collateral ligaments (fig. 1), which become taut during 


the movement of flexion, again relax as the middle | 


phalanx passes through the arc of 90 degrees to form 
an angle of less than 90 degrees with the proximal pha- 


lanx. With prolonged fixation in a position of acute | 





6. It will be remembered that the proximal interphalangeal joint is the 
only one of the three finger joints at which flexion to an angle less than 
90 degrees is possible under normal conditions. 


7. Silver, D.: The Role of the Capsule in Joint Contractures, with 
Especial Reference to Subperiosteal Separation, J. Bone & Joint. Surg. 
9: 96-103 (Jan.) 1927. 
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Jexion the immobile ligaments, particularly if involved 
n an inflammatory process, undergo contraction and 
finally play a definite part in the flexion contracture 
just as does the contracted volar portion of the joint 
capsule. In such cases, to secure permanent relaxation, 
one must divide the proximal attachment of the col- 
lateral ligaments as well as the proximal attachment of 
the volar capsule. 
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of the hand is the almost complete absence of soft tissue 
in the neighborhood of joints from which to fashion 
a flap to turn into a newly formed joint cavity. Whether 
such a procedure is essential or not if one is to secure 
a movable joint,* the dicta of Murphy ° have impressed 
themselves so strongly on the surgical profession that, 
according to MacAusland,'’ “the methods (of perform- 
ing arthroplasty) in use today have in common the 

exposing of the joint surfaces, modeling of 








Fig. 3.—Result of application of pedunculated flap, suture of median nerve and 
division of collateral ligaments of tke Ea Wyo apes com joints in a patient with an 
before operation; B, result one year later, 
after substitution of a pedunculated flap for hs scarred skin and subcutaneous tissue and 
suture of the median nerve; C, result nine months later, following division of the 
collateral ligaments at the metacarpophalange: al joints (note the degree of flexion possible 


electrical burn of the forearm and wrist. 


at the metacarpophalangeal joints). 


INTRA-ARTICULAR OPERATIONS 

Intra-articular operations to make possible movement 
at the joints at which ankylosis has taken place as a 
result of infection or injury have long been well recog- 
nized surgical procedures, but the attention of surgeons 
has been focused on the large joints—the hip, the knee 
and the elbow joints in particular, rather than on the 
joints of the hand and wrist. There are a number of 
obvious reasons for this fact. Joints that are sur- 
rounded by powerful muscles and tendons derive a defi- 
nite stability from these supporting structures, and the 
capsule of such joints can be incised or 





+ the bone-ends after the conformation of the 
normal joint and the interposition of 
a substance to obstruct effectively bony 
union.” 

Still another and probably the most impor- 
tant reason for the concentration of atten- 
tion on joints other than those of the hand 
and wrist is the fact that even with complete 
ankylosis at the wrist or at some of the small 
joints of the hand a considerable degree of 
function of the hand is often retained, and 
the patient adjusts himself so well to the 
handicap present that any operative proce- 
dure to secure improved function seems to 
him unnecessary or ill advised. 

In attempting to secure movement at the 
wrist joint in cases in which bony fusion 
has taken place, I have paid particular atten- 
tion to several details that have seemed to 
me of importance. These are (1) exposure of the 
joint by two lateral incisions, one on the radial and one 
on the ulnar side, so as to give adequate access to the 
entire joint area with a minimum of traction on and 
trauma of extensor tendons; (2) removal of sufficient 
bone to ensure an alequate joint space, which at times 
means removal of both rows of carpal bones; (3) 
shaping the contour of the newly formed joint surfaces 
so that they resemble as nearly as possible those of the 
normal joint, and (4) the securing of smooth bone 
margins so as to avoid leaving overhanging edges of 





partially divided with a certain degree of 
impunity as far as the stability of the joint 
is concerned. In the fingers, on the con- 
trary, there are practically but two tendons 
that pass the joints—the flexor tendons on 
the volar surface and the extensor on the 
dorsal surface. In these joints, therefore, 
stability depends largely on an intact joint 
capsule; and, because of the unavoidable 
injury of the capsule whenever the joint is 
adequately exposed or removal of one or 
both of its articular surfaces becomes neces- 
sary, any intra-articular operation is asso- 
ciated with the definite risk of formation of 
a flail joint or of persistent subluxation. 

Moreover, as has already been emphasized, 
in the fingers the tendons are frequently 
fixed and often hopelessly injured as a result of the 
injury or infection that resulted in joint fixation. In 
such cases any operative attack on the joints must be 
followed by tenolysis or tendon grafting so as to restore 
active movement after free passive movement has been 
made possible. The combined difficulties of these neces- 
sary surgical procedures may preclude their employ- 
ment or make it impracticable to carry them out. 

A third reason for the reluctance of surgeons to 





attempt intra-articular procedures on the small joints 














Fig. 4.—Result of arthroplasty for bony ankylosis at the wrist joint. 
operation; B, C and D, after operation. 


A, before 


bone which might predispose to new formation of 
bone and subsequent interference with freedom of 
movement. 





“It matters little in experiments on the normal knee and elbow- 
ielame of dogs, whether arthroplasty is performed by the  no-flap, 
pedunculated flap, or free flap method. The flaps when used very largely 
eh down and the newly formed joint is about the same, both struc- 
turally and functionally, following the three types of operations.’’ 
(Phemister, D. B., and Miller, E. M.: The Method of New Joint 
Formation in Arthroplasty, Surg., Gynec. & Obst. 26: 445 [April] 
1918.) 

9. Murphy, J. B.: “rm Ann. Surg. 57: 593-647, 1913. 
10. MacAusland, W. R.: Mobilization of Ankylosed Joints, Surg., 
Gynec. & Obst. 37: 255-309 (Sept.) 1923. 
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Instead of covering the exposed end of the freshened 
radius with a covering of fascia, as described and pic- 
tured by MacAusland, I have in some cases interposed 
free flaps of fat between the newly formed joint sur- 
faces; in other cases no tissue whatever has been 
interposed. In operations on the smaller joints, both 
pedunculated flaps of fascia and free transplants of 
fat have been used; in a few cases no soft tissue has 
been interposed between the freshened bone surfaces. 

My cases of intra-articular operations include eleven 
arthroplasties at the wrist joint in eleven patients 
(fig. 4), two arthroplasties at the metacarpocarpal joint 
in two patients, eighteen arthroplasties at the meta- 
carpophalangeal joints in eleven patients, twelve arthro- 
plasties at the proximal interphalangeal joints in eight 
patients (fig. 5), and five arthroplasties at the distal 
interphalangeal joints in five patients. 

I should like to be able to say that the results in the 
entire series have been good, but unfortunately such 
has not been the case. Of eleven patients on whom 
arthroplasty at the wrist joint was performed, a bony 
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at the small joints of the hand if movement is begun 
promptly after operation, if the patient is intelligent 
and cooperative, and if postoperative physical therapy, 
efficiently applied, is combined with and promptly fol- 
lowed by active use of the hand. 


SUMMARY 

Disabilities of the hand due to loss of joint function 
are so common and so difficult of correction, once they 
have developed, that one cannot lay too great stress on 
their prevention following infection and injury by main- 
taining the immobilized hand in the position of func- 
tion and by inaugurating active movement at the affected 
joints at the earliest possible moment. 

If the disability, once it has developed, is confined 
to a limitation of movement, improvement can frequently 
be obtained by the efficient use of splints and the appli- 
cation of well directed physical therapy. 

Manipulation under an anesthetic is helpful in a few 
and in well selected cases but, as often carried out, is 
quite as likely to increase the disability as to lessen it. 














Fig. 5.—Result of arthroplasty at the proximal interphalangeal joints for bony ankylosis following a saw cut injury of the middle and ring 
fingers: A and B, before operation; C, D and E, result five months after operation. 


ankylosis again developed in two, although in a position 
more favorable for function; one after six years had 
“slight movement’; one after four years “fair move- 
ment’; four obtained results that can be considered 
excellent. One patient has been operated on so recently 
that no statement concerning a result can be made at 
this time ; two patients have dropped out of sight. 

The results of thirty-seven arthroplasties at the small 
joints of the hand in twenty-one different patients have 
been very similar. In six patients there was a recur- 
rence of the ankylosis, or the range of movement was 
so slight that the degree of improvement was negligible ; 
in one patient in whom after a severe mangle burn 
bony ankylosis developed at practically all the small 
joints of the four fingers, and on whom arthroplasty 
was carried out at the four metacarpophalangeal joints, 
the proximal interphalangeal joints of the index, middle 
and ring fingers and the distal interphalangeal joint of 
the index, instability resulted, with so great a tendency 
to the formation of flail joints that a retentive apparatus 
became necessary; in three patients there was a fair 
degree of improvement ; in eight patients the result could 
be considered satisfactory. Three patients have dropped 
out of sight and the late result is unknown. 

In spite of these rather discouraging results I feel 
that much can be accomplished in cases of bony anky- 
losis by a well performed arthroplasty at the wrist and 


If complete fixation has taken place, some form of 
active surgical treatment must be carried out. Shaw’s 
operation, separation of the collateral ligaments from 
their proximal attachment, has proved of definite value 
in cases of fixation in extension at the metacarpopha- 
langeal and interphalangeal joints. Silver’s operation, 
subperiosteal separation of the volar portion of the 
joint capsule from its proximal attachment, has been 
of value in selected cases of fixation in flexion at the 
interphalangeal joints. 

If bony ankylosis has developed, arthroplasty comes 
into consideration. Although the results in my experi- 
ence have been far from perfect, definite improvement 
has been secured in a considerable group of cases and I 
believe that, with greater care in the operative procedure 
and more persistent efforts to secure active movement 
following operation, still better results can be attained. 

54 East Erie Street. 


ABSTRACT OF DISCUSSION 


Dr. WALTER G. STERN, Cleveland: I agree that the mobility 
of the wrist and fingers must be preserved but I do not feel that 
the necessary procedures and the ability to preserve motion 
finally are as easy as the speaker would have us believe. There 
are many causes for loss of joint motion besides direct trauma 
and the swellings therefrom or direct inflammatory processes. 
I have long divided pecple into “swellers” and “nonswellers” 
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r, if you will, into those who are liable to traumatic troph- 
dema and those who are not; and I have often found that 
ven trivial injuries to the hand give rise to swelling and stiff- 
ness in any or all the joints of the upper extremity. This 

ndition has been well described by German authors as “meta- 

-aumatische vasomotorische trophoneurose,” and these authors 
ive warning that even seemingly trivial injuries to the pha- 
inges in susceptible individuals may result in trophedema and 
ukylosis even of the shoulder joint. It is well to bear this 
condition in mind in disputed medicolegal cases. The most 
mportant function to restore, especially in working men, is 
the flexion of the fingers and the apposition of the thumb; 
i. e. the grasping function of the hand. Extension of the 
fingers can often well take care of itself, because there is 
always a certain amount of elastic rebound when the fingers 
are flexed; if these patients can be given enough active flexion 
motion to grasp their tools, occupational therapy can be begun. 
\fter directing three large and well equipped physical therapy 
departments in three different hospitals, | am skeptical of the 
amount of good that is accomplished by the ordinary routine 
physical therapy treatments, and I am not a great believer in 
the efficacy of physical therapy unless it is applied as it was 
ipplied to the soldiers who were placed in development bat- 
talions of the army in the late war. Physical therapy to do 
any good must be kept up in some form or other for hours 
a day. I do not believe that by a paraffin bath followed by 
fifteen minutes of rubbing one can accomplish much in restor- 
ing the flexibility of the fingers. That is why I believe such 
an elastic apparatus as has been shown here is the proper way 
to proceed. Occupational therapy too must be constantly car- 
ried out and the patient must work as many hours a day in 
flexing and mobilizing his fingers as he would if actually 
engaged in earning his livelihood. 

Dr. ARTHUR STEINDLER, Iowa City: I am heartily in accord 
with the author that the problem is one of early and gradual 
mobilization. The principle of the splints can be classified as 
rigid, semirigid and elastic. I am an adherent of the elastic 
traction and I use the methods of which these are some 
examples, because my experience with this situation has shown 
me to what degree elastic traction is capable of overcoming 
contractures by gradually accomplishing adaptation of the 
tissues. Manipulation is likewise a suitable method. I don't 
believe in the treatment of joints except under certain circum- 
stances. There comes a time when the purely conservative 
methods fail because of the irresistible resistance of the capsular 
structures. The method of Dr. Silver is an excellent one. I 
have used capsular strippings in a good many cases for the 
contraction of the fingers, not always inflammatory, many of 
them being rigid. After a time it becomes quite obvious that 
the contracture has passed the degree at which any amount 
of lengthening of the lateral ligament will enable one to 
straighten out the finger. Then it is a question of adapting the 
skeleton to the shortened tendon. In many cases of arthritic 
contractions I have found it necessary to resort to the resection 
of the metacarpal heads—a procedure that is quite gratifying 
when one considers the original condition. The same applies 
to a great number of resistant cases of ischemic contracture in 
which the deep flexor of the thumb must be lengthened without 
sacrificing the principle of conservatism that acts as a guide 
in these cases. I have had about sixty cases of ischemic con- 
tractures and had to resort to the plastic lengthenings in some 
instances. One word in regard to arthroplasty: As to the 
wrist, I have had no experience with it. I have performed 
in all about ninety-three arthroplasties with generally satis- 
factory results; but I am willing to except the arthroplasty of 
the wrist. Arthroplasty of the fingers has not given uniform 
results. 

Dr. L. E. Papurt, Cleveland: The thing that has always 
impressed me is the gentleness with which one must touch the 
hand. When one remembers the multitude of nerves and ten- 
dons and joints that are included in a small organ like the 
hand, it can be seen how much damage can be done by even 
small swellings. I want to ask Dr. Koch regarding the base- 
ball finger with a small fracture or without a fracture. In 
spite of what is done, these patients will get stiff joints. 
Recently I had a series of three patients: one, a dentist with 
an injured index finger; another, a violinist with an injured 
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small finger; and a third, a banker, with an injured index finger. 
The particular joint affected of all three patients was extremely 
important for use in their professions. It was my opinion that 
these swellings were due to the intra-articular effusion and 
hemorrhage causing pressure on the capsule with hyperplasia 
of the cells of the capsule and extreme thickening. That is 
seen when capsulotomies or strippings are done. Sometimes 
a capsule will be four or five times the normal thickness. It 
was my idea to make a small incision through the capsule of 
that joint immediately and allow the hemorrhage and effusion 
to come out. I have done that only once and the patient got 
along very well. I should like to ask whether Dr. Koch thinks 
this is a rational way of treating it. I should also like to 
show this ordinary glove for elastic extension. It is not com- 
plicated and may not be used for some of the more severe cases, 
but I get a well fitting glove, apply hooks and put a stiff splint 
in the back. Slits can be made to put in pieces of whalebone 
running up to that joint. I have used this successfully for 
elastic extension. The patient should be instructed to buy a 
good leather glove that fits his hand snugly. 

Dr. SumNeR L. S. Kocn, Chicago: I am not sure what 
Dr. Papurt means by baseball finger. I think of a baseball 
finger as one suddenly and forcibly flexed at the distal inter- 
phalangeal joint, with rupture of the extensor tendon. 

Dr. Papurt: I didn’t mean that. One has these fingers 
when they get an injury on the end, occasionally a small 
fracture. 

Dr. Kocn: 
such cases. 


I have had occasion to operate in one or two 
I found that the inability to flex the finger was 
due to fibrosis about the flexor tendon resulting from the 
hemorrhage that had taken place at the time of the injury. 
I do not know, if one saw such a case immediately after the 
injury, whether it would be wise to open the joint and remove 
the extravasated fluid. I would prefer to immobilize the finger 
for a brief period and then try to secure active movement as 
early as possible. 
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Major fractures of the tibia and fibula represent an 
increasingly important part of the work of the ortho- 
pedic surgeon. The majority of such cases seen today 
follow traffic accidents. The “bumper” fracture of the 
knee, so common a few years ago, has been replaced by 
a fracture of both bones below the knee, as the result 
of changes in automobile design. These fractures are 
usually badly comminuted and displaced and there is 
severe damage to the soft tissues. They are often com- 
pounded by direct force, and dirt is driven deeply into 
the wound. 

The usual methods of treatment having been shown 
inadequate to deal with the large number of such cases 
admitted to the Louisville City Hospital in the last few 
years, it seemed desirable sometime ago to adopt newer 
procedures. The objectives sought were (1) accurate 
anatomic reduction and firm fixation to insure the best 
anatomic and functional result, (2) adequate treatment 
of compound wounds without sacrifice of or interfer- 
ence with position, and (3) ambulatory treatment to 
decrease hospitalization and to allow the patient to 
return to his normal activities as soon as possible, as 
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well as to aid healing by the natural physical therapy of 
active use. These objectives were obtained by applying 
skeletal control to both fragments, a procedure used in 
various forms by Caldwell,’ West,? Eikenbary and 
Lecocq,? Anderson * and others.° Steel pins have been 











showing: A, the vertical caliper which holds 
the proximal pin or wire. The worm gear, B, closes this caliper to grasp 
the pin or opens it to tighten the wire. The distal caliper is similarly 
constructed. The knob, C, controls the worm and rack that supplies 
lateral angulation to the distal fragments. Traction is obtained through 
screw D, Rotation is possible at E and F. Flexion or extension of the 
knee is possible by lowering or raising the jack G. The base telescopes 
to fit the length of the extremity. 


Fig. 1.—The apparatus, 


used in preference to wires, since the inherent rigidity 
of the pin makes it superior for fixation in plaster with 
the added strain of weight bearing. An apparatus was 
designed to manipulate these pins ‘and to maintain posi- 
tion during the period of treatment of the soft tissue 
injuries and the application of plaster. The pins have 
been firmly incorporated in nonpadded plaster casts to 
permit immediate ambulatory treatment without danger 
of displacement of the fragments. 

The essentials of the apparatus are (1) a device to 
hold the upper pin and to aline the proximal fragments 




















Fig. 2.—Patient in_the apparatus with fracture reduced and checked 
by roentgenogram. The pin-point compound wound is covered with a 
light dressing. Cast applied seventy-two hours after fracture. 


in the apparatus, and (2) a “mechanical hand” to grasp 
the distal pin and to apply traction, rotation and angu- 
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lation to the distal fragment. The first rather crude 
apparatus ® satisfied these requirements fairly well but 
was cumbersome in adjustment, difficult to drape for 
débridement, and interfered with roentgenologic con- 
trol. The present apparatus is the result of consider- 
able experience in the use of the method and has 
eliminated the foregoing disadvantages. It permits the 
reduction of fractures of the leg with precision com- 
parable to that exhibited by other mechanical arts and 
is adaptable to use with either pins or wires (fig. 1). 

At the proximal end is mounted a vertical caliper 
(A), which may be closed by a worm gear (/) at the 
base to grasp the pin or may be opened to tighten a 
wire. The entire caliper pivots to aline the proximal 
fragment and may be locked in position. The distal 
caliper is similarly constructed but is placed horizon- 
tally. Both calipers are designed to give the maximum 
amount of room about the extremity for operations, 
dressings and the application of plaster. Lateral angu- 
lation of the distal fragment is 





provided by a worm and gear 
rack (C). This rack is the arc 
of a circle drawn from the cen- 
ter of the pin and permits angu- 
lation without lateral motion. 
This caliper is offset 11% inches 
(the average distance from the 
midline of the tibia to the mid- 
dle of the body of the os calcis) 
below the traction screw (D). 
Rotation is permitted in the 
axis (FE) of the caliper or the 
axis (F) of the screw, insuring 
rotation in the line of the tibia 
with the distal pin in either the 
os calcis or the tibia. This en- 
tire “mechanical hand” may be 
raised or lowered on the tele- 
scoping supporting column (CG ) 
Flexion or extension of the 
knee is thus obtained, control- 
ling the tension of the gastroc- 
nemius group of muscles, which 











; ‘ ° Fig. 3.—The patient 
play an important part in sup- shown in figure 2 fourteen 
days after fracture. The 


covered ends of the pins are 


porting the fragments. The 
base may be adjusted to accom- <learly visible. This patient 
; — 220 pounds (100 
modate legs of different lengths kg.) 
and to permit the use of a short 
traction screw. Construction is such that there are no 
removable small parts such as nuts, bolts or thumb 
screws, and there is no need for the use of wrenches 
or other tools. Moving parts are protected from plaster 
and dirt by covers. 


ROUTINE PROCEDURE 


1. A local anesthetic is injected into the fracture 
hematoma and at the pin sites. 

2. One-eighth inch steel pins are inserted at the level 
of the tibial tubercle and through the body of the os 
calcis. No incisions are made, so that the surrounding 
skin snugly grasps the pins. Dressings are unnecessary. 
The os calcis is preferred to the lower tibial fragment 
as the site for the distal pin, because traction exerted 
on the heel corrects foot drop and prevents sagging of 
the fragments by maintaining the tension of the calf 
muscles. 





6. Griswold, R. A.: Surg., Gynec. & Obst. 58: 900-902 (May) 1934. 
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3. The base of the apparatus is adjusted to the dis- 
tance between the pins and the pins are inserted in their 
respective calipers, which are in neutral position. 

4. The upper calipers are pivoted to bring the proxi- 
nal fragment into the axis of the apparatus. 

5. The length of 
the limb is restored 
by tightening the 
traction screw. 

6. The distal 
fragment is alined 
by the worm and 
rack adjustment. 

a Rotary dis- 
placement is 
checked. This usu- 
ally corrects itself 
if allowed freedom 
of action and mere- 
ly requires locking 
in position. 

8. The traction is 

reduced slightly to 

Fig. 4.—Condition of bones of patient allow firm contact 
shown in figures 2 and 3 fourteen days after of the fragments. 
fracture and ten days after start of ambula- 5 oe 
tory treatment. 9. The position 

is checked by roent- 
genograms or the fluoroscope and any necessary resid- 
ual corrections are made (fig. 2). 

10. If there is minimal soft tissue damage, a cast is 
applied from the toes to the upper part of the thigh, 
firmly incorporating both pins. As soon as the plaster 
has set, the limb is removed from the apparatus, the 
ends of the pins are covered with corks and plaster, and 
a walking iron is in- 
corporated (fig. 3). In 
most cases it is wise 
to leave the extremity 
in the apparatus for 
from forty-eight to 
seventy-two hours be- 
fore applying the cast. 
This prevents circula- 
tory embarrassment 
from swelling. 








COMPOUND FRAC- 
TURES 

Compound fractures 
are treated under 
spinal or general anes- 
thesia. Pins are in- 
serted and the ex- 
tremity placed in the 
apparatus in a routine 
manner. Pinpoint 
wounds compounded 
from within out are 
treated with an antiseptic and a light dressing. Proce- 
dure is then carried out as for a simple fracture. All 
other compound wounds seen within eight hours are 
thoroughly debrided, irrigated with from 4 to 10 liters 
of physiologic solution of sodium chloride and the skin 
is closed tightly. Wounds more than eight hours old 
but not grossly infected are debrided and packed open 
with petrolatum gauze. Badly infected wounds are 
packed but not debrided. Reduction is completed by the 














Fig. 5—Type of cast used for con- 
valescent support. 
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apparatus without levering or manipulating the bones 
in the wound. All patients receive prophylactic doses 
of gas and tetanus antitoxins. The leg is left in the 
apparatus until the condition of the soft parts warrants 
application of a cast. This is usually a week or ten 
days. 
AFTER-CARE 

Ambulatory treatment with weight bearing is started 
as soon as the cast is dry. Crutches are used at first, 
to be exchanged for a cane at the end of a week or two. 
Later no external support may be necessary, and the 
patient can often resume his or her usual occupation 
(figs. 3 and 14). The pins remain in place until the 
cast is changed at about eight weeks. At this time a 














Fig. 6.—Fracture compounded by direct violence in patient 3% years 
old. Dirt was driven deeply between the fragments. 


new cast is applied as high as the tibial tubercle or 
the upper thigh, according to the site of fracture and 
the progress of union. This cast takes the place of the 
usual convalescent brace until unprotected weight bear- 
ing is safe (figs. 5 and 9). 


RESULTS 

From July 1, 1933, to June 1, 1934, eighty patients 
with fracture of the shaft of the tibia with or without 
fracture of the fibula were admitted to the Louisville 
City Hospital. Eleven died within forty-eight hours 
of shock and associated injuries, such as fractured skull 
or crushed chest. No deaths occurred later than within 
forty-eight hours. Five were transferred elsewhere 














Fig. 7.—Wound illustrated in figure 6 ten days after débridement and 
closure showing primary healing. Ready for cast and walking iron. 


after first-aid treatment. The remaining sixty-four 
patients had sixty-seven fractured legs. The severity 
of the injuries seen is illustrated by the fact that the 
fibula as well as the tibia was fractured in sixty of these 
and twenty-nine were compound. One primary ampu- 
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tation was carried out for a shotgun fracture with 
complete destruction of the blood supply. Our reluc- 
tance to perform primary amputation perhaps explains 
the one subsequent amputation and one death from gas 
infection. 

Two of the remaining twenty-eight compound frac- 
tures were badly infected on admission and were treated 
by petrolatum gauze packs. Three pinpoint wounds 
were not debrided and twenty-three larger wounds were 
debrided and closed. Of the twenty-six wounds treated 
by the closed method, eighteen healed by first intention. 
There were four mild soft tissue infections, and devital- 








Fig. 8.—Condition of bones of patient shown in figures 6 and 7. 


ized skin flaps sloughed in two cases, all without osteo- 
myelitis. One amputation was necessary for impaired 
circulation and sepsis after closure. One death occurred 
thirty-six hours after the accident from gas infection. 
The last two cases probably represent ill advised 

attempts to save badly 





mangled extremities. 
Of the sixty-six ex- 
tremities treated, the 


apparatus and double- 
pin technic were con- 
sidered advisable in 
forty-three. The re- 
mainder, with less 
severe injuries, were 
treated by manual re- 
duction, plaster cast 
and walking iron. 
Eleven fractures did 
not show firm union at 
the end of three 
months. Eight of these 
were compound in- 
juries, two badly com- 














minuted fractures of 
the middle third, and 
Fig. 9.—Supporting cast applied one gq spiral oblique 
after removal of first cast and pins 
seven weeks following fracture. fracture of the lower 
third. Three of these 


have healed following persistent ambulatory treatment, 
and there is definite roentgenologic and clinical evi- 
dence of eventual firm union without operation in the 
others. Hospitalization, including both simple and com- 
pound fractures, has been reduced to an average of less 
than ten days. 

Most of the actual treatment of these cases, such as 
reduction and débridement, was carried out by the 
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house staff of the Louisville City Hospital under only 
moderately strict supervision. The results are, I feel, 
a tribute to the enthusiasm and diligence of the three 
assistant residents and the six interns who have rotated 
on the fracture service during the past year. 
CONCLUSIONS 

1. Accurate mechanical reduction with skeletal con- 

trol and fixation of both fragments makes early ambu- 











Fig. 10.—Severe compound (automobile bumper) fracture in an arterio- 
sclerotic man, aged 54. Débridement and closure with sloughing of skin 
flap. Ambulatory treatment from fourteenth day following fracture. 
Illustrates overextension, which resulted in delayed union. 


latory treatment possible in fractures of the tibia and 
fibula. 

2. An apparatus is presented to aid in attaining these 
ends. 











Fig. 11.—Spiral oblique (torsion) fracture, which is easy to reduce 
but difficult to maintain by conventional methods. | Firm, dependable 
fixation with ambulatory treatment obtained by two pins incorporated in 
cast. 


3. Properly performed débridement and primary clo- 
sure is feasible in fresh compound fractures. 

4. The results of this method of treatment in a 
crowded city hospital service have been acceptable. 


ABSTRACT OF DISCUSSION 


Dr. W. Barnett OweEN, Louisville, Ky.: The first point for 
consideration is careful selection of cases in which fixed traction 
is to be applied. It is necessary to apply the fixed apparatus 
properly, make a careful roentgen study before and after appli- 
cation, and note the reduction. Then, as in all types of frac- 
tures, comes the consideration of the maintenance with the least 
inconvenience and expense to the patient. That is an item of 
importance because of lack of money. Since this type of cast 
was adopted, the hospitalization has been reduced 80 per cent, 
which is quite a saving. The careful débridement and primary 
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‘losure in compound fractures is a problem in which uncommon 
ense must be used. One can get into a great deal of trouble 
mless one’s judgment is very good, and even then will probably 
zet into trouble sometimes. I am enthusiastic about this method 

f treatment because I think it disables the patient for a very 
iort time, and all know the advantage of ambulatory treat- 
ent provided the maintenanée of the fracture line is observed. 
No patient is discharged from the hospital if there is any ques- 
ion of any disturbance of blood or nerve supply. Patients are 
arried on and observed in the clinics and followed up in the 
social service. 

Dr. J. A. CALDWELL, Cincinnati: The ideal method of treat- 
ing any fracture is to reduce it accurately and hold it in position 
until healing takes place. When great comminution or obliquity 
of fragments makes it impossible to maintain reduction, some 
method must be used to hold the fragments from the outside 
or from the inside. About the simplest way that I know of is 
to put two pins through the bone above and below the frag- 
ments and fasten them to two bars, which extend parallel to 
the bone, and later incorporate those pins in plaster. That is 
the method carried on by Dr. Griswold. After the fracture has 
been held that way, if the patient can then be made ambulatory, 
the time of hospitalization and of disability is reduced because 
it does away with much softening from inactivity and also keeps 
up the patient’s morale. This method has been used at the 
Cincinnati General Hospital in thirty-seven cases. The results 














Fig. 12.—Reduction obtained in automobile bumper fracture. 


have been comparable to those Dr. Griswold has shown. The 
apparatus that has been used has been somewhat simpler—the 
ordinary Thomas splint can be used. Two lugs are clamped 
to the sides of the splint and the pins are fastened to these and 
traction is made by pulling on the lower pin. After the leg 
has been pulled out to proper position and the fragment has been 
reduced, as shown by the roentgenogram, the lugs are tightened 
to the bars of the splint and left that way. Rotation can be 
obtained by putting one lug above and one lug below. With 
this simple device one can get accurate results in from a week 
to ten days, depending on whether or not the fracture is com- 
pound or simple, or swelling has subsided. My associates and 
I are in the habit of cutting off the pins and letting the patient 
go home with the pins incorporated. We haven't used ambula- 
tory casts to the extent Dr. Griswold has, largely through 
excessive caution. Since seeing how Dr. Griswold carries his 
work and how the hospitalization of his patients is reduced, it 
is only a matter of time when we shall adopt his method. 

Dr. Maxwett Haretn, Cleveland: Years ago, when the 
Abbott apparatus was devised for leg lengthening, it occurred 
to me that it would be a satisfactory type of apparatus for treat- 
ment of these fractures. At that time I felt that it was neces- 
sary to have two pins above and below the fracture site to 
control angulation. It is interesting to see Dr. Griswold control 
the anterior-posterior angulation so satisfactorily with only two 
pins. I am wondering whether that will be universally true. 
He has a large enough series of cases here to indicate that it 
is possible. I would question the necessity of the torsion adjust- 
ment. It would seem that fragments can be easily alined to 
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normal rotation relationship at the original application of the 
pin. I still believe in the use of some padding of the plaster 
splints, where there is a rapid turnover of the house staff, 
particularly in the hospitals since every precaution against the 
possibility of soft tissue damage should be taken. This is 
not necessary in the hands of one who carries through the care 
of these cases alone. 














Fig. 13.—Comminuted fracture with no contact between proximal and 
distal main fragments. Ambulatory treatment without displacement. 


Dr. F. G. Murpuy, Chicago: I wish to emphasize still 
further the use of the walking iron in these cases. The stimula- 
tion of function does more to produce union and promote union 
than any other factor, and that includes accurate immobiliza- 
tion. In cases in which apparently there is delayed union, if 
the stimulation of function is given, and walking with a prop- 
erly fitted cast, many will 
go on toward union. 

Dr. RatpH G. Ca- 
ROTHERS, Cincinnati: I 
have used this method a 
number of times and 
found it satisfactory. 
There are two types in 
which it is applicable. 
One is the long spiral 
fracture, which will over- 
ride with any type of 
retentive apparatus I have 
seen except this. In that 
type of case it is excel- 
lent. I think that casts 
must be made nonpadded 
because, as these two pins 
are parallel to each other, 
the bones can act as 
spokes in a wheel, using 
the pin as an axle, and if 
the cast has too much 
padding in it that is what 
will occur, with sores on 
the skin occurring more 
readily than if the cast is 
nonpadded, holding the 
fragments rigidly _ still. 
In the compound fracture, 
however, I do not close with plaster for several days, and there 
I think the double pin method is astoundingly good. I have had 
recently a case of gangrene develop. It was in an arm, not a 
leg. The same method was used, the same principle. Once this 
infection had started, I could not have been able to put in pins 
because I had a swollen member. Having put my pins in, I 
could leave them and I had all sides of that arm to work with. 
I could split the fascia both fore and back and was.able to clean 














Fig. 14.—Patient shown in figure 13. 
Preexisting genu varum maintained. 
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up the gangrene infection and not get the pinholes infected. 
The patient went home, a month after the onset. I feel that 
any other method would have ended disastrously. 


Dr. Epson B. Fow ter, Evanston, Ill.: I want to put in one 
word of warning on closing these wounds when they are badly 
comminuted and compounded. Instead of closing, it has been 
my practice to enlarge the wound and leave it wide open. I 
am in thorough accord with Sherman of Pittsburgh, who never 
closes such wounds and who told me that he never had an 
infection develop. 

Dr. R. A. Grisworp, Louisville, Ky.: In this series, including 
compound and simple fractures, the period of hospitalization was 
an average of eight and one-half days per case. That runs about 
five days for the simple fractures and something between ten 
days and a little over two weeks for the compound. There has 
been no trouble with the nonpadded cast so far in the hands 
of interns. It has been used under mild supervision and it is 
surprising how little trouble has occurred. There have been 
fewer pressure sores than from the padded casts. I think Dr. 
Caldwell’s apparatus is the simplest and most effective. On 
the question of gas gangrene, prophylactic doses of gas and 
tetanus antitoxin are being used in all compound fractures that 
are being closed or left open and treated with the ordinary 
method. 
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Pneumonoconiosis includes all forms of pulmonary 
fibrosis occurring as a result of the inhalation of organic 
or inorganic dust. It is definitely an occupational dis- 
ease and is rare outside of large industrial and mining 
districts. The group comprises: 

1. Anthracosis—inhalation of coal dust. 

2. Siderosis—inhalation of iron and steel dust (usually by 
metal grinders and polishers, nail and file makers, and so on). 

3. Chalicosis or silicosis—inhalation of stone dust (usually 
by stone workers, such as potters, grinders, plasterers, porce- 
lain makers or quarry workers). 


This report is concerned with chalicosis or silicosis. 

Under normal conditions the lung is fairly well pro- 
tected from ordinary amounts of city dust. This 
protection is effected by the action of the ciliated epi- 
thelium, phagocytes, mucous secretions, and the cells 
of the bronchial tubes. However, in persons who work 
in atmospheres heavily laden with dust these protective 
mechanisms are insufficient and depositions of the par- 
ticles occur. As a result, destruction of the epithelium 
takes place and the subsequent desquamation permits 
the entrance of these particles into the lymph stream, 
where they are carried to peribronchial and mediastinal 
nodes, connective tissue structures, perivascular organs 
and even distant tissues, there producing definite patho- 
logic changes. A person who works for any length 
of time in dusty trades will develop some fibrosis of 
the lungs sooner or later, the extent varying according 
to the susceptibility of the individual. Some workers 


after years of exposure show no evidence of impair- 
ment of health, while others succumb early to pulmo- 
nary changes. Insanitary conditions and faulty nutrition 
are probably factors in the early development of these 
changes. 
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SYMPTOMS AND SIGNS 

The clinical symptoms depend on the cause, the extent 
and the duration of the process. Stone dust is likely 
to produce symptoms earlier than coal dust will, but the 
patient does not show incapacity until after years of 
exposure. The earliest symptoms are those of chronic 
bronchitis. The cough at first is unproductive but later 
is accompanied by expectorated material, which is 
stained gray, black or red and which contains the 
inhaled material. Prolonged coughing leads to pulmo- 
nary emphysema with dyspnea and asthmatic symptoms. 
Wheezing and shortness of breath may constitute the 
predominant features of these conditions. Microscopic 
examination of the sputum shows the offending particles 
lying free in the cells. 

The physical signs are those of chronic bronchitis, 
pulmonary emphysema, fibrosis and bronchiectasis. In 
the earlier stages only signs of bronchitis are found. 
Later, respiratory movements become restricted and the 
patient appears to be in respiratory distress, especially 
on exertion. Vocal fremitus and the percussion note 
become impaired only when marked induration and 
bronchiectatic cavities have developed. In the earlier 
stages, coarse mucous rales are present; subsequently, 
bronchovesicular and bronchial breathing with sibilant 
rales, prolongation of expiration and the characteristic 
wheezing sounds of the asthmatic patient develop. 


DIAGNOSIS 


The diagnosis is based on the history of long con- 
tinued exposure to a dust laden atmosphere and_ the 
subsequent development of the symptoms and_ signs 
enumerated. Careful, repeated examination of the spu- 
tum should be done. Typical cases should show no evi- 
dence of the tubercle bacillus. Particles of the causative 
agent, such as stone, steel, iron and coal, will be found 
in the sputum. The condition, once it has become well 
advanced, is not responsive to treatment. 

The case to be reported is of particular interest 
because, in spite of a preliminary diagnosis of advanced 
tuberculosis, we could find no evidence of this condition 
and on the basis of the history and physical examination 
a diagnosis of silicosis was made. The patient’s condi- 
tion was complicated by an overlooked and unsuspected 
primary carcinoma of the bronchus. 

Primary carcinoma of the lungs is said to occur 
usually in middle life and is more frequent in males. 
Trauma and irritation from dust inhalation have been 
cited as causes. The right lung appears to be the seat 
of the tumor more often than the left. Tuberculosis 
may be associated with carcinoma, although not often 
in the same lung. Primary carcinoma is considered 
rare. The symptoms vary with the location and size 
of the tumor. A cough is usually early and constant 
but may be absent in rare instances. It is unproductive, 
often paroxysmal and distressing. When the growth 
involves the trachea or large bronchus, the symptoms 
are aggravated. Expectoration is rarely profuse and 
consists of a small amount of mucous or mucopurulent 
material. The sputum may be dark red or brownish, 
from admixture with blood. Profuse hemoptysis how- 
ever is rare, although shreds of carcinomatous or sar- 
comatous tissue are occasionally found in the sputum. 
Pain varies with the involvement of the pleura or medi- 
astinum and the amount of pressure exerted. Dyspnea 
is usual and early, but chills and sweats are uncommon. 
Loss of weight and strength, anemia, cachexia and 
emaciation occur as the disease advances, probably as 
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much because of the cough, dyspnea and anorexia as 
because of the absorption of toxic material. Exami- 
iation reveals modification of the normal outline, with 
| bulging or a general enlargement of one side. Occlu- 
ion of a large bronchus may lead to collapse or retrac- 
ion of the lung and to an actual diminution in the size 
n the side affected. Restriction of respiratory move- 
nents is an early and constant sign. Dilatation of the 
uperficial veins of the chest, especially the upper part, 
s common. As the growth increases in size, the signs 
if circulatory obstruction become evident. 

The aggregation of symptoms pointing to primary 
carcinoma of the bronchus is known as “Weller’s ! syn- 
drome.” In the order of frequency, the signs compris- 
ing this syndrome are a cough, dyspnea, expectoration, 
hemoptysis, thoracic pain and pressure manifestations. 

Wolf? thinks that scar formation from previous 
syphilitic infections or other causes may predispose to 
this condition. He also mentions a tendency of the 
hard enlarged bronchial glands to break through into 
the bronchi and considers that soot and dust from these 
may act as tissue irritants leading to slow continued 
inflammatory changes. 

Adler * explains the preponderance of cases in the 
male on a vocational basis. He points out that males 
are more often engaged in occupations and habits that 
irritate the bronchi than are women. 

Occasionally trauma has occurred prior to the onset 
of symptoms and may be cited as a possible factor. 
Pathologists are reluctant to consider trauma as a defi- 


Differential Diagnosis 





Primary 
Carcinoma of 
Tuberculosis Silicosis the Bronchus 


Wiptory:......... Exposure to Exposure to Irritation, trauma 
tuberculosis dust and so on (nega- 

tive) 

Fibrosis........ Gradual Gradual Slight 

Qougn......... Productive Dry, hard, dis- Early but not 

tressing productive 

Sweats......... Nocturnal None None 

Welt... <0: Early loss Later loss Late loss 

Hemoptysis.... Early Late Late 


Late, from ob 
struction 


Afternoons None None 
Form late Form late Do not form 


Dyspnes....... Gradual, slow Progressive 


Cavities........ 





nite cause, but many recent observers feel that this 
association may be of more importance than has previ- 
ously been recognized. 

The differential diagnosis between silicosis, carcinoma 
and pulmonary tuberculosis may be summarized as in 
the accompanying table. 

Primary carcinoma of the lung is now found in about 
1 per cent of all cases coming to necropsy. Thirty years 
ago it was observed in not more than 0.2 per cent of 
necropsy material. This may be due to an actual 
increase in the number of patients suffering from this 
disease or to improved methods of study and earlier 
diagnosis. In a thousand necropsies reported by Klotz 
and Simpson‘ for 1910, only two cases were found. 
From 1910 to 1920 the reported incidence at necropsy 
was 0.5 per cent. During the last six years, nineteen 





1. Weller, C. V.: Primary Carcinoma of the Larger Bronchi, Arch. 
Int. Med. 11: 314 (March) 1913. 

2. Wolf: Der primaire Lungenkress, Fortschr. d. Med. 13: 765, 1895. 

3. Adler, I.: Primary Malignant Growths of the Lungs and Bronchi, 
New York, Longmans, Green & Co., 1912. 

4. Libmann, E.: Silicosis and Carcinoma of the Lung, in Klotz, O., 
and Simpson, W.: Anniv. vol. 2, page 685 (1932). 
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cases of primary pulmonary carcinoma were found in 
1,900 necropsies. 

It was early suggested that the lesions of tuberculosis 
might give rise to changes in the structure of the lung 
and its accessory tissues, which might develop into 
tumors. An analogous process has been described in 
chronic tuberculous ulcers of the skin, and it was con- 
sidered reasonable to assume a similar development in 
the lung. However, the infrequency with which tuber- 
culous processes have been found in carcinomatous 
lungs in recent reports is striking. Some authors feel 
that direct trauma, in which bruising of the pulmonary 
tissues occurs, may be related to neoplasms of the lung. 
This has not been well substantiated by fact. Cases 








Fig. 1.—Right lung, showing primary carcinoma of bronchus. The 
roughened, nodular carcinomatous infiltration of the mucosa of the 
main bronchus producing slight stenosis may be noted. The carcinoma 
in this case started in the main bronchus outside the lung. 


in which there appears to be some association between 
the trauma and the tumor are very rare. The most 
widely discussed tumor whose development is related 
to the presence of dust in mines is that occurring among 
the Schneeburg miners, in whom an unusually high 
incidence of pulmonary carcinoma is found. In this 
region the cobalt mines contain iron, bismuth, nickel, 
zinc, lead and tin in combination with arsenic and 
sulphur. The ore is radioactive and its complexity 
offers a field of rich and interesting speculation. 

In the last few years we have examined twenty-one 
cases of silicosis. The majority of the patients died of 
complicating tuberculosis, which is prevalent among 
patients with this type of pneumonoconiosis. In one 
of these cases, in which no tuberculosis was present, 
a malignant tumor had developed in one lung. The 
presence of carcinoma of the lung in association with 
silicosis appears to be of such importance as to merit 
comment and report. At present, silicosis is one of 
the important occupational diseases of the miners of 
northern Ontario, and although few die of the pneumo- 
noconiosis itself, all are liable to premature incapaci- 
tation through tuberculosis, heart disease or pulmonary 
infections. Observations on the joint existence of 
cancer and silicosis are too few to permit conclusions. 
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From our review of the literature it appears to us 
that 5 per cent of all cancers originate in the lungs. 
The growth is more common on the right side, probably 
because the main bronchus is shorter, wider and more 
vertical on that side than on the left. It is about one- 
third as common as carcinoma of the stomach. It is 
becoming increasingly apparent that primary broncho- 
genic carcinoma is to be considered as a common, rather 
than a rare, form of tumor. 


REPORT OF CASE 

History. —P. A., a white man, aged 52, married, was referred 
by the medical department to the chest clinic with a diagnosis 
of advanced pulmonary tuberculosis. He was first seen by us 
in May 1933, at which time he complained of a dry hacking 
cough, loss of weight and dyspnea. He had been a stone 
cutter for twenty years. His habits were moderate, his living 
conditions good. He smoked a pipe but not to excess. He 
had abandoned his work three years before we first saw him 
but in spite of rest, relaxation, idleness and nourishing food his 
condition had become worse. The cough was now productive 
and he had lost 15 pounds (6.8 Kg.) during the past year. 
He complained of moderate dyspnea but did not have night 
sweats or hemoptysis. 

Examination.—The man was emaciated; the ribs were promi- 
nent. Chest expansion was poor and limited on both sides. 
No visible pulsations were noted. Vocal fremitus was some- 
what increased on the right side. Many moist rales were 
heard throughout the chest. At the right apex the breath 
sounds were cavernous, but there were no definite crepitant 
rales. The heart showed some evidence of myocarditis but 
there were no murmurs or enlargement. 

The urine was normal. The Wassermann reaction was nega- 
tive. The sputum was examined repeatedly, but tubercle bacilli 
were never found. However, pus cells were found in abun- 
dance in every specimen of sputum. 

Course—Jan. 18, 1934, the patient was admitted to the 
Newark City Hospital because the dyspnea had become so 
severe aS to require oxygen therapy. January 21 there were 
signs of pulmonary edema with coughing spells. At this time 





Figure 3. 


Figure 2. 


Appearance nine months (fig. 2) and one month (fig. 3) prior to death: In figure 
2, extensive silicotic nodules throughout both lungs; also extensive atelectasis of upper 
part of right lung, probably due to stenosis of right main bronchus. In figure 3, almost 


identical changes. 


the sputum was blood streaked. The temperature fluctuated 
between 99 and 104 F. The patient died in March. 
Necropsy—The costal cartilages were excessively soft. 
The left pleural cavity contained about a pint of yellowish 
fluid. Old adhesions were found over the lobe, laterally and 
at the apex. 





The necropsy and the pathologic examination were done by the 
chief county medical examiner, Dr. S. Martland, to whom we are 
indebted also for the photomicrographs. 
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No fluid was found in the right pleural cavity. However, 
numerous old adhesions over the upper lobe, laterally and at 
the apex, were found. 

The left lung was large, with a hyaline-like, almost cartilagi- 
nous, thickening of the visceral pleura over the upper lobe. 
The hilar nodes were anthracotic, with a calcified node 1 cm. 
in size. The lung was a slate gray and showed small nodules 
distributed chiefly over the upper lobe and upper half of the 
lower lobe. On cutting, the organ was firm and leathery and 

















Fig. 4.—Section of lung showing silicosis: typical silicotic nodules 
with surrounding fibrosis may be noted. 


no cavities could be found. Innumerable small nodules of 
sandlike bluish gray, slate color were found over the entire 
parenchyma. In places they were confluent with an acinous- 
like arrangement. 

The upper lobe of the right lung was almost entirely fibrotic. 
At the apex a cavity about 1.5 cm. in diameter with necrotic 
walls was found. The hilus showed numerous, large, anthro- 
c tic lymph nodes, some of them a distinct slate color. Pro- 
jecting into the lumen of the mass starting just below its 
bifurcation was an elevated, roughened, nodular, 
reddish gray area, which occupied a position 
practically at the opening of the large bronchus. 
This infiltration extended down the wall of the 
bronchus for a considerable extent and slightly 
into the surrounding lung tissue. No large 
lung tumor was found. 

On microscopic examination, the mass in the 
right main bronchus proved to be a primary 
carcinoma. The histologic picture was a mixed 
one, most portions showing an arrangement of 
cancer cells distinctly squamous in type, classify- 
ing the growth as epidermoid carcinoma of the 
bronchus. In the deeper portions, however, the 
growth was more anaplastic and undifferentiated 
and distinct, of the small cell type. Sections 
from the lung parenchyma showed extensive 
silicosis, with the formation of typical silicosis. 
nodules with concentric laminations. 





CONCLUSIONS 
1. One must not make a hasty diag- 
nosis of tuberculosis because a patient has 
symptoms suggesting pulmonary tubercu- 
losis, without careful study. 
A careful history in this case would have sug- 
gested a diagnosis of silicosis rather than tuberculosis. 
3. The similarity of symptoms in the early stages of 
pulmonary tuberculosis, silicosis and primary carcinoma 
of the bronchus renders the diagnosis somewhat 
difficult. 
4. Bronchoscopic examination early in this case 
would have revealed the new growth. 
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5. Hilus carcinoma is by far the commonest variety. 
\lore than 90 per cent of cases fall into this group. 
‘he tumor is obviously bronchogenic, commencing in a 
ronchus and spreading along the bronchial tree and 
ito the lung substance. It may originate in the 

onchus outside the lung. The lesion without the 
)ronchus varies from a mere roughening of the mucosa 
‘0 a complete stenosis. 

6. Primary carcinoma of the bronchus in conjunction 
vith silicosis is comparatively rare. 

7. All workers whose occupation entails exposure 
to the dust hazard should have their chest roent- 
genographed at the start of work, and at periodic 
intervals thereafter. 

COMMENT 

There appears to be no report in the literature of 
cases demonstrating the coexistence of primary car- 
cinoma and silicosis in the lung. The reason for report- 
ing this case is that we are of the opinion that the 
combination of the two diseases is not uncommon and 
that its apparent rarity is due to the fact that an 
insufficient number of cases of silicosis come to 
necropsy. 

These occupational dusts are chemical irritants. In 
the light of our knowledge of the role of chemical 
irritants in the causation of cancer, it is not incon- 
sistent to expect silicosis to be followed by carcinoma 
occasionally. 





Clinical Notes, Suggestions and 
New Instruments 


RECTO-URETHRAL FISTULA WITH INVOLVEMENT OF 
PROSTATE AND SEMINAL VESICLE 
J. J. Vaventine, M.D., ann Joun W. RocGers, M.D. 
New YORK 


Although fistulous tracts involving portions of the urinary 
apparatus are relatively common, this case report would seem 
to be of particular interest because of the unusual course of 
the fistulous tract, its chronicity and rare clinical manifesta- 
tions, the difficulties presented in arriving at not too certain a 
preoperative diagnosis, and its satisfactory outcome. 


REPORT OF CASE 

G. R., a man, aged 40, whose wife had never become preg- 
nant and whose family history is irrelevant, at the age of 5 
had to be catheterized three or four times a day for retention 
of urine. This persisted for a period of six months, when a 
spontaneous discharge of pus through the rectum relieved the 
urinary retention and thereafter he was able to void voluntarily. 
He stated that for many years following he experienced no 
difficulty. He never acquired a venereal infection. He married 
at the age of 24 and immediately thereafter his present illness 
began. 

At this time and during the next few years, at intervals of 
about every three or four years, he suffered with attacks of 
pain and a feeling of fulness and swelling in the rectum, 
accompanied by hematuria. He was relieved by bladder and 
rectal irrigations. One attack eight years ago apparently was 
more severe than the previous ones and, as he did not obtain 
relief from the treatment that he had received, a friend sug- 
gested that he drink whisky. He followed this advice and 
was surprised to note that his symptoms subsided in the course 
of a few days after the consumption of only 2 quarts of this 
palatable remedy. Four years before we saw him he experi- 
enced another severe attack of pain with terminal hematuria, 
but he stated that whisky did not relieve him and, instead, a 
left epididymitis developed. With this he observed cloudy 
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urine, which was thick and purulent at the terminal period 
of urination. Again he was relieved by palliative treatment. 

During the next three or four years he was examined in 
several clinics and by various urologists in the city and with 











Fig. 1.—Retrograde pyelogram, right side, demonstrating large norma? 
right kidney and absence of left kidney shadow. 


eager cooperation received all manner of diagnostic procedures. 
and treatment, with no relief of symptoms. 

This brings the history to November 1931, when he came 
under our observation. 

Immediate History and Examination.— The patient com- 
plained of a sense of fulness in the region of the prostate and. 











Fig. 2.—Recent repetition of intravenous urography again demonstrat- 
ing nonappearance of opaque solution in left kidney area. 


a feeling of discomfort along the left spermatic cord. He 
experienced painful contracture, deep in the perineum, at the 
end of the act of urination. There was no urgency or increased 
frequency of urination. He voided a free stream; the urine 
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was malodorous and cloudy in the first two glasses, but the 
terminal spurts were very cloudy, containing many bloody 
shreds. The left testicle was atrophied. Otherwise the geni- 
talia were normal. 

The prostate was somewhat enlarged, firm and _ sensitive. 
A sausage-like mass was felt to run transversely across the 
right prostatic lobe and backward toward the rectum. The 
right seminal vesicle was thickened, indurated and sensitive. 
There was much periprostatic infiltration, and a small dimple- 














Fig. 3.—Urogram of right vas, demonstrating blockage of retrograde 
opaque medium at approximate position of upper margin of right seminal 
vesicle. 


like intrusion was felt on the anterior rectal wall at the level 
of the base of the right prostatic lobe. 

The voided bladder urine showed a Bacilus coli infection 
and the prostatic smear was loaded with pus. 

Cystoscopy revealed an increased prostatic intrusion, a normal 
appearing bladder mucosa and the absence of a leit ureteral 
orifice. Suspecting the possibility of a left ureter emptying 
into the urethra or seminal vesicle, intravenous skiodan films 
were made. These apparently proved the absence of a left 
kidney and ureter. The function of the right and solitary 
kidney was normal and its urine was uninfected. 

Eliminating upper urinary tract infection, we focused our 
studies on the urethra and by endoscopy a small gaping orifice 
was seen on the right side of the posterior urethra between the 
sphincter and the verumontanum. Many pus flakes were seen 
discharging from this orifice, and an increased flow of pus 
could be produced by making pressure on the right lobe of 
the prostate. Several attempts were made to introduce a small 
catheter or bougie into this opening, without success. A few 
cubic centimeters of opaque solution was injected into this 
opening through an ejaculatory duct cannula, but the solution 
regurgitated anteriorly and the procedure did not assist us, in 
conjunction with roentgenograms, to establish the course of 
the fistulous tract. 

A right vasotomy was then performed and a solution of 
skiodan injected into its lumen with the hope of establishing 
the patency of the vas, as well as possibly to outline by x-rays 
the course of the tract. These plates showed the vas to be 
blocked at about the position of the upper end of the right 
seminal vesicle. 

Urethrograms were likewise of no help. Several procto- 
scopic examinations were reported negative, and no methylene 
blue from the urinary tract appeared in the rectum. 

After these detailed examinations the patient was kept under 
strict observation and it was noted that about every two or 


Jour. A. M. A, 
Jan. 5, 1935 


AND ROGERS 
three weeks the voided urine would become clear and during 
these periods he would invariably complain of pain, fulness 
in the rectum and prostate, general malaise, and fever as high 
as 103.5 F., accompanied by chills. Suddenly he would void 
very foul urine, full of pus and blood as well as particles of 
fecal matter, and at times observe blood in the stools. Imme- 
diately following the discharge of this extremely foul material 
he would feel well again. We noted this phenomenon at least 
four times in four months. - 

In view of these symptoms, together with our urethroscopic, 
roentgen and rectal observations, a diagnosis of the presence 
of a chronic fistulous tract between the rectum and the posterior 
urethra, involving the prostate and seminal vesicle, was made 
and operation was advised. 

Operation and Result——The prostate and seminal vesicles 
were exposed through the usual perineal incision. The space 
between the rectum, urethra and bladder, involving the prostate 
and right seminal vesicle, was occupied by dense, fibrous, 
inflammatory tissue. This area, which contained at least a 
portion of the fistulous tract, was removed by sharp dissection 
as close to the rectum and urethra as safety would permit. 
The right lobe of the prostate was further incised for drainage. 
Two large cigaret drains and two small soft rubber tubes 
were placed deep into the wound, which was then packed with 
petrolatum gauze. On removal of the Crowell retractor from 
the urethra a small gush of urine appeared in the wound, 
suggesting that there either must have been some trauma to 
the urethra, caused by the retractor or made during our dis- 
section, or that the urine escaped from the urethral end of 
the fistulous tract. An indwelling catheter was anchored in 
the bladder through the urethra. 

Pathologic examination of tissue removed showed chronic 
purulent inflammation with no evidence of tuberculosis or a 
malignant condition. 

The postoperative course was normal. The catheter was 
removed on the seventh day and the patient voided voluntarily. 
There was some leakage of urine into the wound for a few 
days, aiter which it healed firmly. 
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Fig. 4.—Apparent course of fistulous tract. 

His present condition is satisfactory in all regards. Urina- 
tions are normal, with clear urine. His general health is good 
and his sexual function, although disturbed for a time follow- 
ing the operation, is now greatly improved. 


CONCLUSION 
1. We believe that, when the patient was a child, an abscess 
of unknown origin and exact location ruptured into the rectum 
or urethra, or both, and that a small tortuous fistulous tract 
communicating with these organs resulted. 
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2. The occasional temporary closure of the fistulous tract 
caused retention of infected material within the abscess cavity, 
and, there being no drainage, the urine would appear clear. 
Absorption produced the systemic and local manifestations that 
he experienced, such as general malaise, fever, chills and pain. 
As soon as drainage reestablished itself, though the urine 
became foul, containing pus, blood and fecal matter, he invari- 
ably felt better. 

3. The cure resulted from the complete excision of the area 
of chronic inflammatory tissue traversed by the fistulous tract. 

745 Fifth Avenue. 


ACCIDENTAL OVERDOSE OF PHENOLPHTHALEIN IN 
A CHILD WITHOUT ILL EFFECTS 


WiLBertT Sacus, M.D., Jersey City, N. J. 


W. H. Jr., a boy, aged 3% years, of Jersey City, was given 
for the first time on the night of June 24, 1934, one chocolate 
laxative tablet containing phenolphthalein. The following 
morning at 8 o’clock the child got to the household medicine 
cabinet and, finding the tin that contained the tablets, ate all of 
the remainder contained in the box. One hour later he was 
discovered by his mother, who noted that his lips and face 
were smeared with chocolate and that all the tablets were 
gone. The child had therefore apparently consumed the total 
contents of the container, altogether forty-eight tablets. 
Although the child seemed perfectly well, the mother gave him 
an enema; following this the bowels moved at intervals of 
half an hour, five times in all. She then took the boy to the 
Jersey City Medical Center, where he was admitted to the 
pediatric service. 

The temperature on admission was 100 F., but the pulse was 
good. The child vomited several times after admission and 
had two bowel movements. There was no blood in the stool. 
The urine was passed in normal amounts and showed no 
albumin, sugar, casts or blood. No tests were made for phenol- 
phthalein in the urine and stool but the vomitus showed a 
few pieces of the tablets. 

The temperature was normal the following day. There was 
no further diarrhea or any other abnormality, such as a skin 
eruption or sore mouth, to be observed. The child was dis- 
charged on the third day. No medication was given while the 
child was in the hospital. A bland diet had been ordered. 

A sample tablet of this laxative was found to contain 
2 grains (0.13 Gm.) of phenolphthalein and, as the tin bought 
by the mother contained forty-eight of such tablets, the 
amount taken by the child totaled 96 grains (6 Gm.). Judging 
from reported cases, this is the largest amount of phenolphthal- 
ein taken as an overdose. 

The child was subsequently observed in the outpatient depart- 
ment of the hospital. One urine specimen was said to have 
contained blood (examination at a commercial laboratory) but 
several twenty-four hour specimens, examined at the hospital 
laboratory shortly before this and also later in another labora- 
tory, showed the urine to be normal. Several blood counts, 
one immediately after discharge and one a week later, showed 
nothing abnormal. A test for phenolphthalein in the urine and 
stool one week after the child was discharged from the hospital 
failed to show the presence of phenolphthalein. 


COMMENTS ON LITERATURE 


Sollmann1 believes that the systemic disturbances reported 
following the use of phenolphthalein are doubtful in nature. 
Cleeves,2 however, reported a fatality in a boy, 10 years old, 
who had accidentally taken 18 grains (1.2 Gm.) of phenol- 
phthalein in the form of)laxative tablets. In this connection it 
is interesting to note an article by Vamossy,? who introduced 
phenolphthalein as a laxative thirty years ago. After care- 
fully reviewing the clinical history and postmortem examination 
in the case reported by Cleeves, Vamossy states that the febrile 





This report is made with the permission of the medical director of 
the Jersey City Medical Center. 
wee Torald: A Manual of Pharmacology, ed. 4, 1932, pp. 
6IO-L09/. 
_ 2. Cleeves, Montague: Poisoning by Exlax Tablets, J. A. M. A. 99: 
654 (Aug. 20) 1932. 
3. Vamossy, Z.: 


Is Phenolphthalein Harmful? Orvosi hetil. 78: 792 
(Aug. 25) 1934. 
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and hemorrhagic toxic symptoms described had nothing what- 
ever to do with phenolphthalein and that one is dealing with 
a severe toxic effect due to a cellular poison—bacterial or 
spoiled foods—that manifested itself coincidentally with the 
taking of phenolphthalein. Vamossy does not believe that his 
colleagues will accept a report based on post hoc ergo propter 
hoc evidence, such as was submitted by Cleeves. 

In the same article, Vamossy calls attention to the various 
cases of skin eruptions that have been caused by the use of 
phenolphthalein. Such eruptions, however, he believes are very 
rare and are found in persons who have an allergic hypersensi- 
tiveness to phenolphthalein. 

There are a number of instances reported in which a large 
overdose of phenolphthalein has caused no alarming symptoms 
or subsequent ill effects.4 There ave no doubt still others in 
which large overdoses were taken accidentally but were not 
reported because nothing of any importance developed. 

The absence of ill effects in my case after an overdose of 
96 grains as well as the numerous other instances in which 
large overdoses had caused no ill results lends support to the 
view of Vamossy and others who are convinced that phenol- 
phthalein does not produce harmful disturbances in man. 


921 Bergen Avenue. 





GONADOTROPIC AND ESTROGENIC PRINCIPLES IN A 
MYOMA OF THE UTERUS 


Dean Lewis, M.D., AND CHARLES F. 
BALTIMORE 


GESCHICKTER, M.D. 


In a paper recently published we described a fibro-adenoma 
of the breast which, when assayed, yielded a relatively great 
amount of estrogenic principle. Because of this finding we 
were prompted to assay a uterine fibroid to determine whether 
the estrogenic principle, the follicle-stimulating factor and the 
luteinizing principle might be found in this type of tumor. 

A hysteromyomectomy was performed on a patient whose 
history will be given later. 

The fibroids were removed, care being exercised that no 
mucous membrane was included in the tumor. The material 
was forwarded to Dr. J. H. Morrell of the E. R. Squibb and 
Sons Laboratory for a bio-assay. Dr. Morrell reported that 
the tissue contained 4% rat units of the follicle-stimulating 
and luteinizing factors per gram of desiccated tissue. The 
extract of the tissue gave both effects. This material was 
tested by the same technicians who are standardizing the prep- 
aration of the anterior pituitary-like gonadotropic principle 
from the urine of pregnant women and they reported nothing 
different from the usual effects. The estrogenic test of this 
material shows that it contains 4 units per gram of tissue or 
the equivalent of about 1,800 units per pound. 

We can find no record of a bio-assay being made on a myoma 
for these substances. Ammon has shown that the differential 
diagnosis between large myomas and pregnancy can be made 
by the Aschheim-Zondek test. He reported twenty-four nega- 
tive tests in suspected myomas. In twenty-two cases the results 
of the tests were verified by operation. The urine of these 
patients did not contain the luteinizing principle. DeFermo 
has reported the occurrence of the follicle-stimulating factor 
in the urine of patients with myoma. 

The history of the patient from whom the fibroid was 
removed is as follows: B. P., an obese colored woman, aged 34, 
began to menstruate when she was 12 years old. The menstrual 
cycle was of the twenty-eight day type, was regular, and lasted 
four days. The last period began on Aug. 10, 1934. A hystero- 
myomectomy was performed, August 28. The patient com- 





4. Brasch, G.: Phenolphthalein als Abfiihrmittel nebst Bemerkungen 
iiber die art der Einfiihrung neuer Arzneimittel, Ztschr. f. Med.-Beamte 
19: 450, 1906. Elmer, W. P.: The Action and Dosage of Phenol- 
phthalein, M. Rec. 74: 838, 1908. Gillette, H. F.: Accidental Overdose 
of Phenolphthalein, J. A. M. A. 51:1782 (Nov. 21) 1908. Kaminsky: 
Etude sur le purgéne, Méd. moderne 15: 354, 1904. Orland, F.: Ein 
Fall von unbeabsichtigter hoher Phenolphthaleindosis bei einem Kinde, 
Med. Klin. 9: 257, 1913. Unterberg, E.: Beitrage zur abfithrenden 
Wirkung des Purgens, Therap. d. Gegenw. 4: 203 (May) 1902. von 
Vamossy, Z.: Ueber ein neues Abfthrmittel (Purgen), Therap. d. 
Gegenw. 4: 201 (May) 1902. Wenhardt, J.: Ueber Purgen, ein neues 
Abfiihrmittel, Heilkunde, 1902, p. 212. 

From the Laboratory of Surgical Pathology of the Johns Hopkins 
Hospital and Medical School. 
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plained of pain in the back and lower part of the abdomen, 
which began about a week before the operation. Examination 
revealed hypertension. An abdominal tumor could be palpated, 
which extended from the brim of the pelvis to within three 
fingerbreadths of the umbilicus. The blood pressure was 155 
systolic, 108 diastolic; the weight, 222 pounds (101 Kg.); the 
Wassermann reaction, 4 plus. The vaginal examination 
revealed a mucopurulent discharge and a lacerated cervix. The 
fundus of the uterus contained many myomatous nodules. The 
patient became pregnant in 1915 and again in 1916. Abortions 
were induced, one at the third month and again during the 
fourth month. 

The pathologic examination revealed submucous, interstitial 
and subserous myomas of the uterus, chronic endometritis, 
chronic bilateral salpingitis, a right parovarian cyst, chronic, 
left perioophoritis and chronic appendicitis. 





Therapeutics 
THE THERAPY OF THE COOK 
COUNTY HOSPITAL 
EpitEp By BERNARD FANTUS, M.D. 
CHICAGO 


Note.—/n their elaboration, these articles are submitted to 
the members of the attending staff of the Cook County Hos- 
pital by the director of therapeutics, Dr. Bernard Fantus. The 
views expressed by various members are incorporated in the 
final draft for publication. The series of articles will be con- 
tinued from time to time in these columns.—Eb. 


THERAPY OF BEDSORES 
PROPHYLAXIS 


The occurrence of a bedsore is generally a reflection 
on the quality of the nursing service, excepting in those 
cases of almost unavoidable bedsores the prevention of 
which tests the prognostic acumen and the therapeutic 
resourcefulness of the physician, as the acute decubitus, 
occurring sometimes even within a few hours of the 
onset of transverse lesions of the spinal cord (e. g., 
myelitis), and the subcutaneous bedsore, occurring in 
the depth of the anal fold in severely toxic patients 
with profound nutritional disturbance. 

Of the two factors in the production of bedsores, the 
extrinsic and the intrinsic, the former is in all cases 
except the two types mentioned the most important 
one. These extrinsic factors are (1) prolonged pres- 
sure, (2) maceration and (3) traumatism, all of which 
must be scrupulously avoided. Even in those cases in 
which the intrinsic factor of lowered tissue vitality is 
prominent, extraordinary care in the avoidance of the 
extrinsic factors is generally all that can be done and 
is often sufficient. 

1. Prolonged pressure on any part of the patient's 
body, but most especially over bony prominences such 
as the sacrum, the scapulae, the heel, ankles and elbows 
must be prevented. Normally, whether awake or 
asleep, a person rarely rests in one position for any 
length of time. When, because of disease or of the 
necessities of treatment, this primitive human instinct 
is thwarted, three things must be substituted for it: 
change of posture, distribution of pressure, and main- 
tenance of the best possible circulation over the. pressure 
points. 

Frequent change of posture is perhaps the most 
important of these, not only to forestall bedsores but 
also to prevent hypostatic pneumonia. As long as the 
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patient voluntarily changed his posture, the ancient 
physician was hopeful for him; when he did not, he 
considered it a bad omen. The nurse would do well 
to make a record of the fact that “the patient does not 
change posture” and do this for him. When the 
requirements of therapy forbid such change of posture, 
all the other cmap tastees must be employed 
with extra zeal. 

Minimizing the pressure over the bony prominences, 
particularly the sacrum, is only second in importance. 
The best means for this purpose is the water cushion, 
an almost bed-width square, placed in the middle of the 
bed with pillows above and below. This should be 
employed in all especially threatened patients, as in 
those with transverse myelitis, even before signs of 
“threatened” bedsores manifest themselves. As a 
patient with transverse myelitis may develop a bedsore 
even during a long trip to the hospital, preventive 
treatment should be practiced during such transporta- 
tion. The water cushion is filled with water at 95 F. 
to such tension that, when both hands and arms are 
used, effort is necessary to press the sides of the 
cushion together. It is covered with a sheet. If a 
water cushion is not obtainable, an air mattress serves 
fairly well. Small air cushions or rubber rings, which 
should be but moderately inflated and covered smoothly 
with clean linen, such as a pillow slip, are inferior to 
the water cushion. “Cotton doughnuts” (cotton rings 
made of the size required and to fit parts of the body 
where pressure is likely to produce sores) must be 
improvised when other means are not available. Not 
only should the sacrum be cushioned, but the next most 
threatened part of the body, the heels, should also be 
kept from the pressure of the bed by means of a cir- 
cular pad under them. Still better is a large firm 
pillow placed under the knees, which also maintains 
flexion of the lower extremity and prevents the pain- 
fulness that tends to develop in the limb when it is kept 
in constant extreme extension. A rubber pillow case 
should always be employed to protect the pillow. Ifa 
rubber pillow case is not available, one may use as a 
substitute a small blanket roll covered with a piece of 
muslin. These are easily laundered. 

As backache tends to develop whenever a patient 
must lie on his back day after day, or even more rapidly 
when the lumbar muscles are completely relaxed, as 
after anesthesia, the cushion under the sacrum should 
be placed so as to preserve the “hollow of the back.” 
A person who has lost the lumbar curve of the spine 
has a “weak back,” is likely to suffer from a tendency 
to backache on slight fatigue, and is prone to develop 
painful sprains of the sacro-iliac joints from minor 
jars to the body, all of which might have been pre- 
vented by a cushion under the upper part of the sacrum 
during prolonged sickness. 

To improve the circulation in the tissues of the back, 
the back rub is the most important aid. Every bed 
patient is entitled to it at least once a day, preferably 
at bedtime. Patients who are acutely ill should be 
given at least two back rubs a day; and those who are 
very ill should receive the back rub still more fre- 
quently: as often as the bedding is changed, if the 
patient is incontinent, and after the back has been 
washed thoroughly. The back rub is nothing more or 
less than massage; and a well planned and skilful 
application of it is, of course, better than planless 
rubbing, though the latter is better than no rubbing at 
all. The back is best massaged with the patient lying 
on one side, the patient being turned toward the nurse, 
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so that if he is weak one arm may support him while 
the other does the rubbing. A little 50 per cent alcohol 
is poured on the hand from time to time and the rub- 
bing is continued until the alcohol has evaporated. The 
direction of the movements is from the base of the 
skull downward, and the manipulations consist of a 
stretching of the tissues away from the spinal column. 
In any one region, long effleurage strokes may be prac- 
ticed first and last, with kneading or friction move- 
ments in between. These are performed by holding 
the hand in firm contact with the patient’s skin and 
moving the flesh on the bone. If the patient is stout 
or the tissues are firm, the one hand may be reinforced 
by placing the other on it. The movements should be 
smooth and uniform, not jerky or choppy; and their 
rhythm slow if sedation is aimed at, more rapid if 
stimulation is desired. The back rub is finished by 
pouring a little talcum powder or zinc stearate on the 
hand and rubbing this on the skin. 

Alternation of heat and cold is also of value in 
stimulating the local circulation. As cleanliness is god- 
liness itself in the prevention of bedsores, the back 
may have to be washed many times a day, and each 
time one should follow the use of the hot water 
(105 F.) by rubbing the back with a dash of cool (50 
per cent) alcohol until the skin is dry and red, finishing 
with talcum powder. 


PRESCRIPTION 1.—Back Rub Salve 


ES ee ooo ok ce con chaeeedeatantece 5.00 Gm, 
RN i I a ao ble ae 6 wn eek soe bows 5.00 ce. 
Scarlet red ointment, 5 per cent............. 0.25 Gm. 
I WO ON a ck ger ccsecsecaawaneé 30.00 Gm. 
Se Oe CI a aa sce rcesctaeneneneews 180.00 ce. 
PIII 6 oes ke wads ccaanss peneenee eee 500.00 Gm. 


Melt the fats, add the camphor liniment; and, when the mixture has 
most cooled, beat in the tincture of benzoin and the zinc stearate until 
reamy mixture is secured. 


Label: After each cleansing, apply a very small amount of this oint- 
ent during the back rub if the skin is harsh and excessively dry (to 
prevent bedsores). 


2. Maceration of the skin from sweat, urine, fecal 
inatter or pus must be prevented at all costs, for macer- 
ation makes the skin extremely vulnerable. Waterproof 
material, such as a mackintosh, under the draw sheet, 
while it may be of value in protecting the mattress, 
predisposes to maceration of the skin. The most impor- 
tant thing, when the patient has involuntary urination 
or defecation, is to place under the patient an abun- 
dance of absorbent material, such as an oakum pad with 
a foundation of several thicknesses of newspapers and 
to change this immediately when it becomes soiled or 
wet. If the patient is restless, the pad is kept in place 
by a three cornered piece of muslin put on like a child’s 
diaper. The divided mattress and, in cases of children 
with involuntary urination, the Bradford frame are 
valuable aids. 

3. Trauma, even a little scratch, may be the deter- 
mining factor that permits the invasion of the ubiqui- 
tous bacteria. Crumbs have an almost malignant 
tendency to accumulate under the part most threatened 
with bedsores; hence they must be looked for after 
every meal and brushed out thoroughly. The draw 
sheet must be pulled tight and the body clothing kept 
smooth, for even a wrinkle may cause an abrasion that 
is followed by a bedsore. 

If the skin is harsh and excessively dry, it is well to 
rub on after each cleansing a very little Hydrous Wool 
Fat or a back rub salve (prescription 1), much in favor 
with the bedside nurse. The liberal smearing on of 
ointments is not permissible, as they tend to cause 
maceration of the skin. 
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TREATMENT 


Three possible conditions must be distinguished, as 
they require different therapeutic tactics: A. Threat- 
ened bedsore. B. Unavoidable bedsore. C. Ulcer. 

A. The physician who does not on his daily round 
examine the back of the very sick patients who are 
especially predisposed to bedsores is remiss in his duty. 
The threatening -bedsore is indicated by cutaneous 
erythema that disappears on pressure. If they have 
not yet been instituted, the prophylactic measures that 
have been discussed must now be developed to their full 


PRESCRIPTION 2.—Alum Alcohol 


BE. OO 5s coo sae abate Cone aneeee ten ue et eas 30.00 Gm. 
WOM cng nda vee aaa ee Caw es Bee ee ae es 250.00 ce. 
po EPP PE Pr er core rrr fore Foe oe to make 250.00 cc. 
Dissolve the alum in the water and add the alcohol. 
M. Label: Apply to part subjected to pressure, to prevent bedsore. 
extent. In addition, the skin should be (a) hardened, 


if it is soft, or (b) have a protectant applied to it, if 
it is harsh and dry. Moist compresses or salves are 
still tabu at this stage. 

(a) For hardening, the skin may be painted with 
5 per cent solution of Silver Nitrate in Distilled Water. 
This is also useful when there are small breaks in the 
skin. A saturated solution of Alum in Diluted Alcohol 
(prescription 2) should be applied during the back rub 
several times daily after cleansing. 

(b) For protection, a piece of moleskin adhesive 
plaster serves quite well, provided the skin under its 
edges is examined daily to make sure that there is no 
irritation, or else a dressing of Flexible Collodion 
painted over the surface may keep a harsh, dry skin 
from cracking. 

B. The stage of unavoidable bedsore is made evident 
by the fact that pressure no longer drives the redness 
from. the congested part. Efforts must now be con- 
centrated on minimizing the damage by a strict enforce- 
ment of the principles of prophylaxis, with the addition 
of the tannic acid warm air treatment. 

(a) Tannic Acid Warm Air Treatment: A 5 per 
cent aqueous solution of tannic acid is sprayed on 
the uncovered area, which is kept dry by turning the 
patient sg that the affected surface is exposed to the 
warm ai? under an electric light cradle. If a blister is 
present, the elevated epidermis is removed aseptically 
and the raw surface sprayed every hour until a heavy 
protective coagulum has been formed. (For details of 
this treatment see Therapy of Burns.) 


PRESCRIPTION 3.—Thymol lodide-Ferrous Sulphate 


RR Thymol iodide 
Exsiccated ferrous sulphate............. of each 25.00 Gm. 


Mix. Label: Apply liberally to affected surface. As soon as the 
ferrous sulphate produces a burning sensation, blow off the excess of 
powder, leaving only a thin adherent film. Cover with dry absorbent 
gauze held in place by strips of adhesive plaster. Renew dressing when- 
ever it becomes moist, at least once in forty-eight hours for not more than 
six or eight applications. (To secure dry gangrene.) 


(b) Dusting Powder: If it is impossible to place 
the surface so as to give it the benefit of the warm air 
treatment, efforts should be concentrated on securing 
dry gangrene by the liberal use of Thymol Iodide or 
some other impalpable antiseptic dusting powder. If 
there is a great tendency to moist gangrene, the drying 
effect may be greatly increased by use of the thymol 
iodide-ferrous sulphate powder (prescription 3). When 
a line of demarcation has formed and the slough 
loosens, it is gently and aseptically removed by scissors 
and forceps. 

(c) Moist Treatment: This is indicated only in bed- 
sores by the evidence of spreading infection or of 
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retained pus. Then warm Boric Acid compresses must 
be used after any fluctuating area that is present has 
been incised and these continued until the slough has 
been shed and a clean ulcer secured. Irrigations or 
dressing with Surgical Solution of Chlorinated Soda 
(Dakin’s solution) hasten the separation of the slough. 
The continuous bath is, however, the best method of 
treating this serious complication and should be resorted 
to whenever the previously suggested measures do not 
secure a prompt improvement. 

C. The ulcer resulting after separation of the slough 
is treated according to the principles of ulcer therapy 


(q. v.). 
Council on Physical Therapy 
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BIOLITE INFRARED GENERATORS 
ACCEPTABLE 
The McIntosh Electrical Corporation, Chicago, Illinois, manu- 
factures and offers for sale the following infra-red radiation 
equipment : 


Biolite Infrared Generator, Senior Model, including three generating 


units, 900 watt capacity, automatic timer unit, shipping weight 125 
pounds. 
Biolite Infrared Generator, Junior Model, including Senior Biolite 


Infrared Generating Unit, 600 watt capacity, shipping weight 40 pounds. 

Biolite Infrared Generator, Home Model, including Senior Biolite 
Infrared Generating Unit, 300 watt capacity, shipping weight 30 pounds. 

In general, the construction of the heating element of these 
three models is common to all. This heating element is made 
of a lava support or spool, around which is wound the required 
amount of resistance wire. Finally, the spool and wire are 
wrapped with monel metal. The finished heating element is 
about 2 inches long and about 134 inches in diameter. The 
size, however, depends on the rating. 

In the Senior Model, three elements are connected parallel 
and supported on a bracket in such a manner that each element 
hangs 120 degrees from its neighbor. The entire assembly is 
connected to a socket so that it can be screwed into the reflector. 
The reflector of the Senior Model is 12% inches in diameter, 
nickel plated inside, and black enamel without. The reflector 
and heating unit are mounted on a counter balance cross arm 
so that a good deal of leeway is permitted for the adjustment 
to the height of the burner. The reflector also swings at the 
end of the cross arm. The entire unit is mounted on a sub- 
stantial base equipped with rubber tired casters and 
the whole unit may be moved conveniently from 
place to place. 

The Junior and Home Model Infrared Generators 
make use of one resistance heating unit, each differ- 
ing only in capacity. The diameter of the Junior 
Model Reflector is 11 inches and of the Home Model 
9 inches. 

One of each type of unit was examined in a labora- 
tory acceptable to the Council. The Senior Model 
was connected to a 110 volt alternating current cir- 
cuit and the current required read 7.75 amperes. At 
a distance of 1 meter from the edge of the reflector, 
the radiant energy within a circle 1 meter in diameter was 
explored with a thermopile and galvanometer. A reading on 
the galvanometer showed that within a circle of 70 cm. in 
diameter the average energy was about 13 per cent more than 
at the periphery. 

When the Junior Model was connected to a 118 volt alternat- 
ing current circuit, the ammeter read 4.2 amperes. Exploring 
the radiant energy distribution of a circle 70 cm. in diameter, 
directly in front of the reflector and 1 meter from its edge, 
revealed that the average energy distribution in the center was 
26 per cent more than at the periphery. When the Home 
Model was connected to a 113 volt alternating current line, the 
ammeter read 2.7 amperes. Exploring the radiant energy dis- 
tribution within a circle 70 cm. in diameter, directly in front 


Biolite 
Infrared 
Generator 


PHARMACY AND CHEMISTRY 


Jour. A. M. A. 
Jan. 5, 1935 


of the reflector and 1 meter from its edge, revealed that the 
energy distribution in the center was 15 per cent more than 
at the periphery. In the opinion of the Council, these units 
will render satisfactory service in hospital, clinic or office, or 
wherever heat therapy is indicated. The Council, therefore, 
voted to include the three Biolite Infrared Generators in its 
list of accepted devices. 
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THE COUNCIL HAS 
PRELIMINARY REPORT. 


DIHYDROXY-ANTHRANOL (ANTHRALIN) 


This preliminary report is authorized by the Council at the 
request of the Section on Dermatology and Syphilology in 
order that Stokes et al., whose observations are hereinafter dis- 
cussed, may present their report before a section of the Scientific 
Assembly. 

Dihydroxy-anthranol, submitted by the Abbott Laboratories, 
has been employed as a substitute for chrysarobin in the treat- 
ment of various skin disorders. The same compound was origi- 
nally introduced into dermatology about 1916 under the trade 
name “Cignolin.” Its formula is CiusHwOs and, structurally, 
appears as: 


OH OH OH OH co OH 
g CLs) C) 
H 0 "5 
CHO 
17-10 4 
C1 48) 9% 


; Fig. 2.—Chrysophanic acid. 
Fig. 1.—Dihydroxy-anthranol; 
Cignolin. 


Although there is some dispute concerning the formula for 
chrysarobin, it is fairly certain that it consists in part (at least 
30 per cent) of a methyl ester of anthranol of the structure 
reproduced in figure 2. 

It is claimed (Unna) that removal of the methyl group 
results in greatly decreased toxicity, particularly with regard 
to constitutional reactions following absorption from the skin 
(nephrosis, gastro-intestinal irritation, and so on). Its further 
advantages over chrysarobin lie (1) in the ready manufacture 
of the product (by reduction of dioxyanthraquinone, an easily 
available substance used in industry); (2) in its definite chemi- 
cal composition ; (3) in lessened liability to production of derma- 
titis; (4) in its failure to produce conjunctivitis when used 
about the face or scalp, and (5) in the very slight discoloration 
produced. 

The Abbott Laboratories has suggested the name Anthralin 
as a nonproprietary designation for di-hydroxy-anthranol. The 
Council voted to accept this nonproprietary designation. 
Anthralin is a yellowish crystalline powder, practically insoluble 
in water but readily soluble in the more complex organic and 
lipoid solvents—a feature of distinct advantage in the prepara- 
tion of ointments, lotions and pastes. Its color is probably least 
noticeable in petrolatum album, which provides for it an eco- 
nomical and satisfactory ointment base. 

Anthralin has been used only for external application in 
concentrations of from 0.1 per cent to 5 per cent, a very weak 
preparation always being used at first, however, and the strength 
being increased according to the tolerance of the patient. Com- 
pounds of from 0.5 to 1 per cent have usually been found 
optimal. 

Studies of the effect of the drug in psoriasis, pityriasis rosea, 
seborrheic dermatitis and mycotic skin infections have been 
quite extensive. European observers have been particularly 
exhaustive in their observations in psoriasis. Notable among 
these many workers are Unna, Galewsky, Meierowsky and 
Stiebel, Bruck, Kretschmer, Ihle, Brinitzer and _ Bottstein, 
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Saudeck, Roth, Schaffer, Bergner, Polland, Ullmann, Ludwig, 
Piowaty, Grumach, Hauck, Lith, Kromayer and Kennedy, all 
of whom regard Anthralin as most useful. Certain of these 
dermatologists consider the drug equally valuable in fungous 
infections of the skin and at least one (Kromayer) considers it 
of outstanding value in pityriasis rosea. One hundred and 
twenty-nine cases of superficial fungous infections were reported 
cured by Piowaty (1920) using 0.25 per cent dihydroxy- 
anthranol from two to three times daily at intervals of two 
or three days. Satisfactory though probably not unusual thera- 
peutic results have also been reported in sycosis, alopecia areata, 
lichen simplex chronicus, lichen planus, lupus verrucosus, 
defluvium capillitii, ulcus cruris, impetigo, herpes, acne indurata, 
folliculitis and parapsoriasis. 

The communication from Beerman, Kulchar, Pillsbury and 
Stokes involves use of the drug in fifty resistant cases of 
psoriasis of from five to twenty years’ duration. Of all these 
cases only two had been completely cleared by various com- 
binations of the following modes of therapy: low nitrogen diet ; 
coal-tar ointment; ultraviolet irradiation; ammoniated mercury 
and salicylic acid ointments; autohemotherapy; x-radiation; 
arsenic compounds; chrysarobin; potassium iodide; balneother- 
apy. With dihydroxy-anthranol, twenty-three cases exhibited 
complete involution within four months; fifteen showed from 


strated from 40 to 70 per cent involution in one to four weeks. 
Only one patient remained resistant, and even in that case, 
although the lesions on the legs remained unaffected, the body 
condition cleared 50 per cent. Of twenty-nine cases of psoriasis 
of the scalp, eighteen underwent complete involution; seven 
showed 80 to 95 per cent involution and the remaining four 
from 30 to 70 per cent improvement. The use and effectiveness 
of Anthralin in disease of the scalp is particularly significant, 
since chrysarobin, by reason of its conjunctival irritation, can- 
not be so employed. 

Although the Council appreciates the vast foreign work that 
has accumulated regarding dihydroxy-anthranol, it has deferred 
consideration of Anthralin until such time as more adequate 
investigations of the nature, properties and pharmacologic and 
toxic actions of the drug shall have been reported. 





Committee on Foods 


ACCEPTED FOODS 


THE FOLLOWING PRODUCTS HAVE BEEN ACCEPTED BY THE COMMITTEE 
ON Foops OF THE AMERICAN MEDICAL ASSOCIATION FOLLOWING ANY 
a r NECESSARY CORRECTIONS OF THE LABELS AND ADVERTISING 
TO CONFORM TO THE RULES AND REGULATIONS. THESE 
PRODUCTS ARE APPROVED FOR ADVERTISING IN THE PUBLI- 
CATIONS OF THE AMERICAN MEDICAL ASSOCIATION, AND 
FOR GENERAL PROMULGATION TO THE PUBLIC. THEY WILL 
BE INCLUDED IN THE BooK oF ACCEPTED FOODS TO BE PUBLISHED BY 
THE AMERICAN MEDICAL ASSOCIATION, Raruonn Hzarwic, 





Secretary. 


(1) GOLD BOND BRAND WHITE SYRUP 
(2) JACKSON’S SPECIAL BRAND GOLDEN 
TABLE SYRUP 


Distributors—(1) Milburn Johnston Grocer Company, Ken- 
sett, Shirley and Searcy, Ark., and Harrison Grocery Company, 
Monett, Mo., and Harrison and Cotter, Ark. (2) Standard 
Grocery Company, Indianapolis. 

Packer—D. B. Scully Syrup Company, Chicago. 

Description—(1) Table syrup; corn syrup base (85 per cent) 
with rock candy syrup (15 per cent). The same as White 
Crystal Table Syrup (85 per cent Corn Syrup, 15 per cent 
Rock Candy Syrup) Flavored with Vanillin and Coumarin, 
THE JourNAL, April 15, 1933, page 1174. 

(2) Table syrup, corn syrup base (85 per cent) with refiners’ 
syrup (15 per cent). The same as Banner Blue Corn Syrup 
with Cane Flavor, THE JouRNAL, March 5, 1932, page 817. 

Claims of Manufacturer—Recommended for use as an easily 
digestible and readily assimilable carbohydrate supplement to 
milk in infant feeding and as a syrup for cooking, baking and 
the table. 
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(1) BEST EVER BRAND GOLDEN SYRUP 
(2) BEST EVER BRAND CRYSTAL WHITE 
SYRUP 
(3) GYPSY BOY BRAND GOLDEN SYRUP 
(4) GYPSY BOY BRAND CRYSTAL WHITE 
SYRUP 
(5) HEART OF AMERICA BRAND GOLDEN 
SYRUP 
(6) HEART OF AMERICA BRAND CRYSTAL 
WHITE SYRUP 
Distributors—(1) and (2) B. E. Bridges Company, Goodland, 
Kan.; (3) and (4) Dolan Mercantile Company, Atchison, Kan., 
and St. Joseph, Mo.; (5) and (6) Christopher Sales Company, 
Kansas City, Mo. 
Packer.—Bliss Syrup and Preserving Company, Kansas City, 
Mo. 
Description—(1), (3) and (5) Table syrup; corn syrup 
flavored with refiners’ syrup. 
(2), (4) and (6) Table syrup; corn syrup sweetened with 
sucrose syrup and flavored with vanilla. 
Manufacture —(1), (3) and (5) The same as Bliss Pancake 
3rand Golden Syrup (THE JouRNAL, Oct. 28, 1933, p. 1393). 
(2), (4) and (6) The same as Bliss Pancake Crystal White 
Brand Syrup (THE JouRNAL, Nov. 18, 1933, p. 1635). 
Claims of Manufacturer—Recommended for use as an easily 
digestible and readily assimilable carbohydrate supplement to 
milk in infant feeding and as a syrup for cooking, baking and 
the table. 


VETA-CRISP LOGS 

Manufacturer —Battle Creek Biscuit Company, Battle Creek, 
Mich. 

Description—Milk chocolate coated biscuit prepared from 
milk chocolate, white flour, sucrose, hydrogenated coconut 
butter, skim milk, cocoa, malted milk, wheat bran powder, egg 
yolk powder, sodium chloride, ammonium bicarbonate, and 
sodium bicarbonate. 

Manufacture —Soft wheat flour, powdered skim milk, egg 
yolk powder, ammonium bicarbonate, sodium bicarbonate and 
sodium chloride in definite proportions are automatically mixed, 
pumped on to baking plates and baked in a rotary oven. The 
finished sheet of cracker is placed on spreaders and the filling, 
comprising powdered sucrose, hydrogenated coconut butter, skim 
milk, cocoa, malted milk, bran powder and sodium chloride, is 
spread on in three layers, and the sheet is cut into bars, which 
are chocolate covered, cooled, inspected, and packed in boxes 
or small packages wrapped in cellophane. 


Analysis (submitted by manufacturer).— per cent 
PEE SECC OO ne OR ee ee Te 1.9 
Mg tie ach saad SAY ORE RARMae CACad i wae ceeenena 5 
ees CHR CN oi. bc cit boned xawned eee anmecceean 30.7 
a EEE FE ROD os wes Cae koddeseeassvecwaudewn 6.6 
CR Rs on os oranda de ix ieee le bok s eee ae ve ew ceed 2.3 
Carbohydrates other than crude fiber (by difference).. 56.4 
Theobromine and caffeine (Decker method).......... 0.60 
Lipoid phosphoric acid a6 PaO. oc icc ccccdcccvecces 0.034 


Calories.—5.3 per gram; 151 per ounce. 


KRIM-KO’S FIVE-O CHOCOLATE FLAVORED 
SWEETENED DILUTED SKIM MILK 


Bottler and Distributor—J. A. Schultz and Sons, Big Flats, 
N. Y. 

Licenser—Krim-Ko Company, Chicago, manufactures the 
Five-O Chocolate Flavored Drink Base and licenses its use, 
the name Five-O, and standard advertising under definite con- 
tract conditions. 

Description—Sterilized chocolate flavored sweetened diluted 
skim milk containing skim milk, water, sucrose, chocolate and 
cocoa, tapioca flour, salt and a trace of agar; flavored with 
imitation vanilla extract. See Krim-Ko’s Five-O Chocolate 
Flavored Sweetened Diluted Skim Milk, THE JouRNAL, June 
23, 1934, page 2105. 
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SELENIUM PROBLEM 

Selenium is an unusual element, and little is known 
concerning its distribution and actions. Since Frank 
traced the cause of an animal disease known locally 
as “alkali disease” to the vegetation grown on certain 
definite soil areas, and the U. S. Bureau of Chemistry 
and Soils subsequently detected selenium in the vegeta- 
tion of these areas, interest has been definitely aroused. 
The presence of selenium has been traced from plant 
to soil and from soil to parent shales. Among the 
shales known to contain selenium is the Pierre shale, 
in certain sections of which occur nodules of iron 
pyrites. One of these nodules was found to contain 205 
parts per million of selenium. Williams and Byers? 
examined soils and shales from various regions for 
selenium content. From the quantitative results 
obtained, selenium is of much wider distribution in 
soils and vegetation than has heretofore been suspected. 
Probably in arid and semiarid areas the presence of 
selenium is to be expected in every case in which the 
sulphur content of the soil parent material is high. The 
derived soils and their vegetation may contain sufficient 
selenium to render them potentially dangerous, but the 
mere presence of selenium in soil is not to be considered 
an indication of an inferior soil. Soils produced in 
humid areas, according to this report, are not likely to 
have a pernicious selenium content even though the 
parent materials are relatively rich in this element. 

Knight °? has extended these observations in a recent 
report before the Association of Official Agricultural 
Chemists. It has been demonstrated, he states, that the 
toxicity of the vegetation grown on soils containing 
selenium is proportional to the selenium content. Thus, 
wheat grown by the Bureau of Plant Industry on arti- 
ficially selenized soil was toxic to rats and guinea-pigs. 
The Bureau of Animal Industry demonstrated that the 
symptoms of “alkali disease’’ may be produced in pigs 





1. Williams, K. T., and Byers, H. G.: Occurrence of Selenium in 
Pyrites, Indust. Chem. 6: 296 (July 15) 1934. 

2. Knight, H. G.: The Selenium Problem, address before the Asso- 
ciation of Official Agricultural Chemists, Oct. 30, 1934, Washington, 


D.C. 
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by administering selenium in the form of inorganic 
compounds. The Bureau of Home Economics has 
shown that symptoms can be produced in small experi- 
mental animals corresponding to those produced by 
feeding forage grown on selenized soils. Correspond- 
ing symptoms are produced by feeding inorganic 
selenium compounds. 

In certain localities the plant growth on seleniferous 
soil may be sufficiently toxic to produce acute symptoms 
and fatal results in a brief interval, so that one oppor- 
tunity to consume such vegetation may prove fatal. in 
other areas, more chronic symptoms inay be produced 
by consumption of less toxic v getation. So far as is 
known at present, tue extremely virulent vegetation is 
produced for the most part on nonarable lands and 
therefore the cifect is confined to grazing animals. 

While the investigations are not far advanced, it 
would appear that quantities of selenium compounds 
insufficient to produce toxic symptoms do interfere with 
the growth, development and normal increase of ani- 
mals consuming them. In all cases the toxic effect is 
especially injurious to young animals. These facts may 
prove of immense importance not only in this country 
but also in other countries, since the semiarid areas of 
the world constitute the great wheat producing areas. 
Indeed, it has been demonstrated already that apprecia- 
ble quantities of selenium are found in grain derived 
from foreign sources. There is no occasion, however, 
for undue anxiety. Only a few cases of injury to man 
as a direct result of poisoning by selenium-bearing vege- 
tation have been definitely determined and in none of 
these apparently has the result been fatal. The greatest 
injury so far demonstrated, in fact, has been the reduc- 
tion of the profit in livestock raising. Here the losses 
have been so great as to cause the abandonment of 
farms and ranches, though the source of trouble was 
often unsuspected or improperly assigned. 

The particular selenium compounds have not yet been 
isolated and identified, but it is known that selenium 
occurs in the soil in both inorganic and organic forms. 
In the plant and animal tissues it is present in at least 
two different types of compounds. In wheat grains it 
appears to be concentrated for the most part in the 
gluten of the wheat and in general in the protein por- 
tion of seeds. In this form it is essentially insoluble in 
water. The seleniferous compounds in growing plants, 
however, may be brought into aqueous solution. In 
the animal organs the maximum concentration has been 
found in the liver. 

Some conception of the magnitude of the relatively 
new problem of distribution and toxicity of selenium 
compounds is now available. Much remains to be done. 
Knight lists some of the more pressing problems: the 
isolation, identification and synthesis of the organic 
selenium compounds developed by plants ; determination 
of the products of these compounds which result from 
digestion; determination of the question whether sele- 
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nium is cumulative in the animal body or whether in 
the processes of metabolism its course follows that of 
sulphur ; studies aimed at clinical diagnosis of selenium 
poisoning and the remedial measure to be employed; 
the disposition of lands injuriously affected by selenium, 
and the establishment of scientifically sound study of 
the physiologic and pathogenic effects of organic 
selenium compounds. 





RELATIONSHIPS AMONG THE STEROLS, 
ESTROGENIC SUBSTANCES AND 
CARCINOGENIC COMPOUNDS 

The isolation’ in crystalline form from pregnancy 
urine of substances with estrogenic activity and the 
subsequent elucidation of the structure of these com- 
pounds have demonstrated a constitution similar to the 
sterols and bile acids, to the testis hormone and to 
certain carcinogenic materials. The existence of these 
similarities in molecular configuration has led to 
attempts to obtain evidence for functional relationships 
in the living animal and has produced unusually inter- 
esting results. In general, it appears that the physiolog- 
ically active members of these groups of substances 
consist of a phenanthrene molecule with a five mem- 
bered ring attached to one end of the molecule, and 
that various polar groups, side chains and double bonds 
are possibly associated with different types of activity 
in the various molecules. Gertain other products iso- 
lated from pregnancy urine have structures which sug- 
gest that these compounds may be intermediates in the 
degradation of the body sterols, principally cholesterol, 
into the so-called sex hormones. 

Knowledge of the constitution of the estrogenic hor- 
mones has resulted in attempts to obtain synthetic 
materials with estrogenic activity. It has actually been 
possible in one instance to produce a compound in the 
laboratory which has even greater physiologic activity 
than the naturally occurring theelin from pregnancy 
urine. This achievement is significant from an organic 
chemical standpoint, as it demonstrates how physiolog- 
ically active compounds can be produced in the labora- 
tory. Fully as important is the doubt these observations 
throw on the question of the specificity of hormones. 
The original concept emphasized the extreme specificity 
of this group of chemical agents ; the mere change from 
the naturally occurring optically active isomer of either 
thyroxine or epinephrine to the synthetic isomer results 
in a marked alteration in physiologic effect. Now, how- 
ever, there appear to be compounds of somewhat differ- 
ing structures which are capable of producing the 
whole phenomenon of estrus in mammals and even the 
feathering changes that can be induced in the male bird 
by injection of the crystalline compound from preg- 
nancy urine. 





l. Extensive reviews of the literature are given by Stormer, Inge, 
and Westphal, Ulrich: Ergebn. d. Physiol. 35: 318, 1933. Marrian, 
G. F.: Physiol. Rev. 18: 185 (April) 1933. Dodds, E. C.: Lancet 1: 
931 (May 5), 987 (May 12), 1048 (May 19) 1934. 
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As certain of the synthetic carcinogenic substances 
are known to contain the phenanthrene nucleus, experi- 
ments have been conducted to determine whether these 
compounds possess any estrogenic activity. Most strik- 
ing is the observation that two of these compounds, 
1:2 benzpyrene and 5:6 cyclopenteno-1:2 benzanthra- 
cene, are capable of producing a full estrous response 
by the injection of 100 mg. of either compound. These 
substances, therefore, exhibit the dual activity of car- 
cinogenesis and estrogenesis. It should be emphasized, 
however, that the estrogenic power although definite is 
weak, and that the main pharmacologic actions of these 
compounds lie in their carcinogenic properties. It is 
evident, nevertheless, that the dual activity does exist. 

Since the condensed carbon ring group of compounds 
under consideration also includes vitamin D or calcif- 
erol, investigations have been conducted on the estrus- 
producing activity of ergosterol, calciferol and related 
sterols. It was found that the greatest activity was 
possessed by neo-ergosterol ; 40 per cent of the animals 
injected with this compound developed full estrus. Cal- 
ciferol and ergosterol also exhibited estrogenic activity. 
It was further demonstrated that the estrogenic power 
of vitamin D appears to be quite apart from its power 
to raise the content of blood calcium. Here again, 
therefore, is evidence that a single, naturally occurring 
molecule may possess at least two entirely separate 
physiologic effects, in this case antirachitic and estro- 
genic activity. It seems impossible at the present time 
to conclude that all the compounds which exhibit estro- 
genic activity are converted in the body of the castrate 
animal to theelin or theelol. In any event, these results 
further emphasize the importance of the sterol group 
in metabolism. 





DERMATITIS FROM STOCKING “FINISHES” 


Skin eruptions associated with the wearing of certain 
articles of clothing are not infrequently reported in 
medical literature. Frequently the cause of dermatitis 
produced in this way is correctly attributed to one or 
more of the dyes employed in coloring the fabric. 
Recently a report has appeared? which indicates that 
in certain cases the inciting agents may be substances 
employed to “finish” the cloth; that is, to soften the 
fibers or to give the fabric a “crunchy” texture. The 
finishes used on men’s socks are said usually to consist 
of sulphonated oils or fats, ordinarily sulphonated 
castor oil or sulphonated olive oil, either alone or mixed 
with such products as mineral oils, unsulphonated oils 
and borax. Sulphonated oils are also employed on 
wool to “fluff” the material. Women’s hosiery may 
be treated with starches, gums or gelatins or with japan 
wax, beeswax, paraffin or other waxes to render the 
fabric water repellent. In addition, inorganic salts such 
as zinc sulphate, barium sulphate, aluminum sulphate 
or titanium oxide may be used to diminish the luster. 





1. Schwartz, Louis: The Actual Causes of Dermatitis Attributed to 
Socks, Pub. Health Rep. 49: 1176 (Oct. 5) 1934. 
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Schwartz of the United States Public Health Service 
investigated four cases of dermatitis of the feet and 
legs attributed to the socks worn by the patients. The 
condition in one of these patients appeared to have been 
caused by a dye employed in coloring certain stripes in 
the rayon hose; the dermatitis followed the lines of the 
In the three other cases, not the dye but the 
One patient had 


stripes. 
finish appeared to be responsible. 
worn new unwashed black rayon socks, a fresh pair 
each day for four days. A fine erythematous rash 
developed over the areas covered by the socks; this 
disappeared within a week after the patient stopped 
wearing the latter on the advice of a physician. Patch 
tests with pieces of one of these socks produced severe 
dermatitis. The dye employed in coloring the hose was 
found to be “direct black,” sold in this country to the 
extent of about 60 million pounds a year. Rayon 
fabric stained with this dye, but unfinished, was also 
used for a patch test; this gave no reaction. Another 
commonly used dye, “Zambesi black,” similarly gave no 
reaction, but the patient proved sensitive to “sulphur 
black” and to “aniline black.” Both these dyes were 
alkaline; as the finishes commonly used also are alka- 
line, these were next investigated: 

The plant in which the hosiery in question had been 
made was located. These socks had been treated with 
a mixture of sulphonated castor oil and borax, with an 
alkaline preparation called “Sulphoricinol S” (the exact 
composition of which could not be obtained from the 
manufacturer) and with olive oil soap. The fabric of 
the sock contained 1.12 per cent of oil and enough free 
alkali to develop a py of 7.8 in solution. Pieces of 
unfinished rayon dyed with direct black were immersed 
respectively in solutions of each of the two finishes and 
in one of olive oil soap. The pieces of cloth were then 
used for patch tests. The patient proved markedly 
sensitive to Sulphoricinol S, moderately sensitive to sul- 
phonated castor oil and borax, and slightly sensitive to 
olive oil soap. As this indicated that it was the finish 
and not the dye that caused the dermatitis, the patient 
was told to wear one of these socks for several days 
after careful washing with soap and water and rinsing 
in clear water; dermatitis did not develop. 

Schwartz reported two other cases in which it 
appeared quite probable that the finishes and not the 
dyes were the inciting agents. Two of the three patients 
were sensitive to alkali; as the finishes were alkaline, 
the base present probably caused the dermatitis in these 
cases directly. This author emphasizes the necessity 
for careful tests of the several agents used in the dyeing 
and finishing of clothing that may be involved in caus- 
ing inflammation of the skin. He points out that it is 
important, particularly for allergic individuals, to wash 
off the finish and excess dye from new hosiery before 
they begin to wear it; manufacturers, he says, should 
use only minimal amounts of finishing substances, 
and these should be as nearly neutral in reaction as 
possible. 


Jour. A. M. A. 
Jan. 5, 1935 
These studies demonstrate anew some of the hazards 

involved in the introduction into industry of new 

chemical agents for treating materials that come into 
direct contact with human beings. It is important that 
manufacturers should realize these hazards and that 
all new agents of this type should be adequately tested 
for toxicologic effects before they are adopted for use. 
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FIELD WORK IN CANCER CONTROL 

The field work of the American Society for the Con- 
trol of Cancer has been developed to spread knowledge 
and effect increased organization of the known means 
for combating cancer. The country has been divided 
into four districts for this work—Southern, Central, 
Northeastern and Western. The report! of the field 
representatives for these districts from 1931 to 1934 
has recently appeared. The nature of the problems 
confronting the representatives varied considerably in 
different communities. The general plan of creating 
active interest in cancer control for a period of several 
years centering in the state medical society was followed 
in each instance. The program, stripped to its essen- 
tials, is well described by Dr. Cox, the representative 
for the Southern district. It consists in a cooperative 
effort on the part of three.distinct units: (1) organized 
cancer clinics, special cancer treatment groups and 
unattached cancer specialists, (2) fourteen state medical 
societies together with their component societies, and 
(3) the lay group for which the American Society for 
the Control of Cancer is primarily responsible. The 
objectives toward which these groups are visualized as 
striving may be expressed as an enlightened lay group 
presenting itself either periodically or early, while the 
lesion is local, to a well informed family physician who 
is able to entertain suspicions, who appreciates his 
limitations and who will refer his pay and indigent 
patients to a competent group for diagnosis, prognosis 
and outline of treatment. The program of education, 
in its initial aspects, is concentrated on the medical 
profession. Lectures, symposiums, motion pictures, 
slides and literature are the best methods of spreading 
the latest knowledge of cancer control. Lay education 
is to follow with the adjustment of information to the 
technical knowledge of the general public. To those 
measures already outlined are added radio broadcasting, 
newspaper advertising and posters. Many ramifications 
are brought to light in the reports. Complications more 
or less general and some that are peculiar to special 
regions are also discussed by the _ representatives. 
When the high mortality from cancer, much of it 
preventable, is remembered, the value of this program 
should be easily manifest. 





1. American Society for the Control of Cancer: Report of Field 


Representatives, 1931-1934, Oct. 1, 1934. 
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Association News 


THE ATLANTIC CITY SESSION 
Atlantic City Hotels 


The Subcommittee on Hotels of the Local Committee on 
Arrangements has furnished a list of Atlantic City hotels and 
rates for rooms, which may be found on advertising page 33 of 
this issue of THE JOURNAL together with an application form 
that may be used to secure reservations through the Subcom- 
mittee on Hotels. The form that is printed in the advertising 
pages may be clipped and, when properly filled in, should be 
sent at once to Dr. William Edgar Darnall, Chairman of the 
Subcommittee on Hotels of the Local Committee on Arrange- 
ments, 16 Central Pier, Atlantic City, N. J. 

If those who expect to attend the annual session of the Ameri- 
can Medical Association will send in their applications at the 
earliest possible time, there should be no difficulty encountered 
in securing satisfactory accommodations. Applicants for reser- 
vations are especially requested to include a second and a third 
choice in order that good accommodations may be assured if 
the desired reservation cannot be had at the hotel of preference. 


Symposium on Asphyxia and Anesthesia 


At the Atlantic City session there will be a symposium in 
the Scientific Exhibit on asphyxia and anesthesia, composed 
of a group of exhibits on these two subjects. The symposium 
will be carried out in cooperation with the Society for the 
Prevention of Asphyxial Deaths, which has appointed a special 
exhibit committee for this meeting, and the Section on Anes- 
thesia of the Canadian Medical Association, which will hold 
a session in conjunction with the Section on Miscellaneous 
Topics of the American Medical Association. 

Application blanks for space in the Scientific Exhibit may 
be obtained by addressing the Director, Scientific Exhibit, 
American Medical Association, 535 North Dearborn Street, 
Chicago. 


MEDICAL BROADCASTS 
Columbia Broadcasting System 


The American Medical Association broadcasts on a Western 
network of the Columbia Broadcasting System each Thursday 
afternoon on the Educational Forum from 4:30 to 4:45 cen- 
tral standard time. The next three broadcasts will be as 
follows: 

Diphtheria Must Go, W. W. Bauer, M.D. 


The Good Old Days, W. W. Bauer, M.D. 
Progress Against Arthritis, Irving S. Cutter, M.D. 


January 10. 
January 17. 
January 24, 


National Broadcasting Company 


The American Medical Association broadcasts under the title 
“Your Health’ on a Blue network of the National Broad- 
casting Company each Tuesday afternoon from 4 to 4:15, 
central standard time. The next three broadcasts will be as 
follows: 

January 8. 

January 15. 

January 22. 


Research in Abdominal Surgery, Thomas S. Cullen, M.D.* 
Causes of Death in 1933, W. W. Bauer, M.D. 
Health in Winter, W. W. Bauer, M.D. 





*Dr. Cullen will speak from the National Broadcasting Company’s 
Studios in Washington, D. C., by special arrangement. 








Tremor of Spinal Origin.—The simplest forms of tremor 
to understand are those of spinal origin. The fibrillary con- 
tractions of parts of various muscles, such as the first dorsal 
interosseus, or the extensors of the fingers, or deltoid, that are 
so familiar in progressive muscular atrophy, are clearly due to 
the progressive wasting of groups of anterior horn cells inter- 
rupting the rhythmic volley firing of the nerve cells, and thus 
setting up irregular or incoordinate explosions of the clonic 
impulses resulting in visible contractions. Fibrillary tremors 
are thus a valuable clinical sign in the differentiation of pro- 
gressive muscular atrophy of spinal origin from other forms of 
atrophy, such as the primary myopathies.—Harris, Wilfred: 
(remor, Ataxy and Spasm, Lancet 2:1145 (Nov. 24) 1934. 
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Medical News 


(PHYSICIANS WILL CONFER A FAVOR BY SENDING FOR 
THIS DEPARTMENT ITEMS OF NEWS OF MORE OR LESS GEN- 
ERAL INTEREST: SUCH AS RELATE TO SOCIETY ACTIVITIES, 
NEW HOSPITALS, EDUCATION, PUBLIC HEALTH, ETC.) 


ARKANSAS 


Clinical Meeting.—The twelfth meeting of the Fort Smith 
Clinical Society, sponsored by the staffs of St. Edwards, Mercy 
and Sparks Memorial hospitals, took place November 22. In 
addition to clinics the following program was offered: 


ms Jie E. Foster, Recent Advances in the Treatment of Urinary 

nfections. 

Dr. Hardy H. Smith Jr., New Treatment of Gonorrhea in Children. 

Dr. Hubert C. Dorsey, Control of Edema in Cardiac Decompensation. 

Dr. Frederick H. Krock, Uterine Cancer: Surgery of the Corpus, 
Irradiation of the Cervix. 

Dr. Pierre P. Redman, Present Status of Immunization Against Com- 
municable Diseases. 

Dr. Tracey H. McCarley, McAlester, Okla., Pneumonia in Childhood. 

Dr. George B. Fletcher, Hot Springs National Park, Diagnosis and 
Treatment of Coarse Tremors. 

Dr. Lee Vallette Parmley, Little Rock, Shock and Burns Due to Elec- 
tricity. 


CALIFORNIA 


Death of Dr. Martin.—Ernest Gale Martin, Ph.D., pro- 
fessor of physiology, Stanford University School of Medicine, 
since 1916, died Oct. 17, 1934, aged 58. Dr. Martin had taught 
physiology at Johns Hopkins University, Baltimore, from which 
he received his advanced degree in 1904; Purdue University, 
Lafayette, Ind., and Harvard University, Sargent School for 
Physical Education and Radcliffe College, Boston. He served 
in the Sanitary Corps of the U. S. Army during the World 
War, was a member of many scientific societies and was author 
or joint author of several works on physiology. 


COLORADO 


Society News.—Dr. Guy H. Hopkins addressed the Pueblo 
County Medical Society, recently, on “Atresia of the Lacrimal 
Duct in the New-Born.” Speakers before the Medical 
Society of the City and County of Denver, December 18, were 
Drs. Ward Darley Jr., on “Primary Pulmonary Arteriosclerosis 
Associated with Habitual Ingestion of Large Quantities of 
Salt”; Atha Thomas, “Common Affections of Bursae,” and 
Lyman W. Mason, “Attempts to Correlate the Histology of 
the Endometrium with Theelin Concentration.” Dr. Edward 
Delehanty, Denver, addressed the Boulder County Medical 
Society in Boulder, December 13; his subject was “The Gen- 
eral Practitioner as a Psychiatrist.” 


CONNECTICUT 


Personal.—A portrait of Leo F. Rettger, Ph.D., professor 
of bacteriology, Yale University, New Haven, was presented 
to the department by his friends and former students, Decem- 
ber 1, at a meeting of the Connecticut River Valley branch of 
the Society of American Bacteriologists, Science reports. The 
portrait was made by W. S. Cummings of the Yale School of 
Fine Arts. 

Society News.—The Yale Medical Society was addressed 
recently by Dr. Joseph T. Wearn, Cleveland, on direct connec- 
tions between the small arteries and the heart chambers; 
Dr. Ulrich Friedemann, formerly of the University of Berlin, 
recently addressed the society. Dr. Murray B. Gordon, 
3rooklyn, addressed the Central Medical Society of Middle- 
town, November 28, on “Endocrine Disturbances in Children.” 


DELAWARE 


Surgical Conferences.—November 2 marked the opening 
of a series of monthly surgical conferences by the Delaware 
Academy of Medicine, Wilmington; with Dr. George P. Muller, 
Philadelphia, as the first speaker, on “Technical Procedure in 
Biliary Surgery.” December 7, Dr. Damon B. Pfeiffer, Phila- 
delphia, presented “Surgery of Cancer of the Colon,” and Jan- 
uary 4, Dr. Stanley P. Reimann, Philadelphia, “Tumors of the 
Breast.” Others in the series include the following physicians: 

Isidor S. Ravdin, Philadelphia, February 7, Preoperative and Post- 

operative Management of the Handicapped Surgical Patient. 

Jacob Parsons Schaeffer, Philadelphia, March 7, Surgical Aspects of 

the Sympathetic Nervous System. _ 

William Wayne Babcock, Philadelphia, 

Stomach. ; : 

Floyd W. Keene, Philadelphia, May 2, Technical Procedures in Gyne- 

cologic Surgery. ; 

John F. Erdmann, New York, June 7, Acute Intestinal Obstruction. 











April 4, Operations on the 
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GEORGIA 


Dr. Lunsford Made Division Chief—Dr. Guy G. Luns- 
ford, Millen, health officer of Jenkins County, has been appointed 
chief of the division of county health work of the state health 
department. Dr. Lunsford has been engaged in public health 
work for several years. He plans to make his home in Decatur. 


New Health Districts. — Camden, McIntosh and Glynn 
counties recently organized to form a new health district, with 
Dr. Millard E. Winchester, Brunswick, as health officer. The 
health district comprising Walker and Catoosa counties was 
recently reestablished after an interval of inactivity. Dr. Rufus 
Floyd Payne, LaFayette, is the health officer. 


ILLINOIS 


Testimonial Dinner to Dr. Green.— The Peoria City 
Medical Society gave a dinner in honor of Dr. Rolland L. 
Green, December 5. Speakers included Drs. Charles S. Skaggs, 
East St. Louis, president of the Illinois State Medical Society ; 
Edwin P. Sloan, Bloomington, and Charles George Farnum, 
Peoria, who acted as toastmaster. Other officials of the state 
medical society who attended the dinner were Drs. Arthur R. 
Walters, Springfield, first vice president; Harold Camp, Mon- 
mouth, secretary, and Everett P. Coleman, Canton, district 
councilor. Dr. Green, who has been practicing in Peoria for 
thirty-five years, has been a member of the House of Delegates 
of the American Medical Association since 1921, with the excep- 
tion of the years 1925 and 1926. 


Chicago 
Society News.—Dr. Anton J. Carlson, chairman, depart- 
ment of physiology, University of Chicago, will speak on “The 
Physiologic Aspects of Heart Disease” at the annual meeting 
of the Chicago Heart Association, January 8. 


Meeting on Economics. — The Chicago Ophthalmological 
Society held a special meeting on economics, December 10. 
Speakers were Drs. Charles H. Phifer, Julius H. Hess and 
Thomas P. Foley, president, president-elect and secretary, 
respectively, of the Chicago Medical Society; Rosco G. Leland, 
director, Bureau of Medical Economics, American Medical 
Association; Michael Goldenburg, G. Henry Mundt and Earle 
B. Fowler, Chicago, and Harry W. Woodruff, Joliet, Ill. 
Ophthalmology as related to economics was discussed. 


Lectures on Cancer.—Dr. James F. Simonds, professor of 
pathology, Northwestern University Medical School, gave the 
first lecture in a series on cancer, sponsored by the cancer 
research committee of the Chicago Woman’s Club. Dr. Simonds 
spoke, January 3, on “What Is Cancer? Its Biology and Pathol- 
ogy. Its Cause.” Other speakers in the series include: 
Dr. Harry H. Oberhelman, assistant clinical professor of surgery, Rush 
Medical College, January 10, How is Cancer Recognized? 

Dr. Max Cutler, director of the tumor clinic at Michael Reese Hospital, 
soumery 17, Present Status of the Treatment of Cancer. Possibilities 
Oo ure. 


Dr. Bowman C. Crowell, associate director, American College of Sur- 
geons, January 24, Organized Movements for the Control of Cancer 


in the United States. 

Dr. Ludvig Hektoen, director, John McCormick Institute for Infectious 
Diseases, January 31, Cancer Research: What Has Been Accom- 
plished? Lines of Research for the Future. 


INDIANA 


New Faculty Chiefs Named.—Drs. Delbert O. Kearby 
and Carl H. McCaskey, assistant professors of rhinology, otol- 
ogy and laryngology, Indiana University School of Medicine, 
Indianapolis, have been appointed in charge of the department 
of bronchoscopy and esophagoscopy and the department of oto- 
laryngology, respectively. The department of bronchoscopy and 
esophagoscopy is a newly created one; in the department of 
otolaryngology, Dr. McCaskey succeeds Dr. John W. Carmack, 
recently killed in an airplane accident. Dr. Kearby has been 
in charge of the clinic of bronchoscopy and esophagoscopy of 
the James Whitcomb Riley Hospital since its establishment in 
1928 and has been affiliated with the school since 1918. He 
served a term in the house of representatives of the state of 
Washington in 1907. Dr. McCaskey is a graduate of the 
Indiana University School of Medicine and has been identified 
with its department of otolaryngology since 1915. 


KANSAS 


Society News.—The Edwards County Medical Society was 
addressed at Kinsley, November 23, among others, by Dr. Paul 
A. O'Leary, Rochester, Minn., on “Newer Concepts of Syph- 
ilis.,——-At a meeting of the Harvey County Medical Society 
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in Newton, November 5, Dr. Arnold G. Isaac, Newton, read a 
paper on “Prostatic Massage, Its History, Technic and Diag- 
nostic and Therapeutic Value,” and Dr. Franklin W. Koons, 
Halstead, presented a case report on “Anaphylaxis from Pitui- 
trin in an Obstetric Case.”——-Dr. Walter L. Bierring, Des 
Moines, Iowa, addressed the Shawnee County Medical Society, 
December 3, on “The Educational Function of the American 
Medical Association.”.——-Dr. Forrest A. Kelley and Clayton 
T. Ralls, Winfield, discussed pernicious anemia before the 
Cowley County Medical Society in Arkansas City, October 25. 


MASSACHUSETTS 


Physicians’ Art Exhibit.—A collection of art work by 
physicians of Massachusetts was on display at the Boston 
Medical Library, Oct. 15-27, 1934, under the auspices of the 
Physicians’ Art Society of Boston. The exhibit included 100 
paintings, drawings and sculpture, the work of twenty-nine 
physicians. 

Obstetric Meeting.—Dr. Adam P. Leighton Jr., Portland, 
Maine, was chosen president of the New England Obstetrical 
and Gynecological Society at its annual meeting in Boston, 
December 12. In addition to several clinics, the following 
papers were presented by Boston physicians : 

Use of Paraldehyde in Obstetrics, Dr. Harold H. Rosenfield. 

Recent Advances in Gynecologic Endocrinology, Dr. Henry S. Finkel. 

Urologic and Gynecologic Approach to the Changes in the Female 
Bladder Resulting from Pregnancy, Dr. Ernest Granville Crabtree. 

Postoperative Wound Rupture, Dr. Arnold Starr. 

Policy Toward Married Women in Regard to Carcinoma of the Cervix 
—The Use of the Colposcope in Examinations of the Cervix, Drs. 
Harry F. Friedman, Louis Albert and Max Davis. 

Intraperitoneal Adhesions, Dr. Walter S. Levenson. 

Backache in Relation to Gynecologic Disorders, Dr. Armin Klein. 

Tuberculous Salpingitis, Dr. Monroe J. Schlesinger. 

™~ Relief of Intestinal Distention by Oxygen Inhalation, Dr. Jacob 

ine, 

Ectopic Chorionepithelioma, Dr. John B. Sears. 


MICHIGAN 


Physicians Honored.—A testimonial dinner was held by 
physicians of Flint, December 5, in honor of Drs. Andrew P. 
Biddle, emeritus professor of dermatology and _ syphilology, 
Detroit College of Medicine and Surgery, now known as Wayne 
University College of Medicine; Angus McLean, emeritus pro- 
fessor of surgery, and Don M. Campbell, professor of ophthal- 
mology at the school. Dr. Charles H. O'Neil, Flint, was 
toastmaster and speakers included Drs. Theodore F. Heaven- 
rich, Port Huron; Clifford P. Clark, William G. Bird, Byron 
E. Burnell and Herbert E. Randall, Flint, all former pupils of 
the guests of honor. 


MINNESOTA 


Society Programs.—Dr. William B. Roberts will address 
the Hennepin County Medical Society, Minneapolis, January 9, 
on “A Valuation of Vital Capacity and Allied Tests in Office 
Practice” and Chester A. Stewart, “Primary Tuberculous Infec- 
tion: An Asset or a Liability.” Speakers before the society, 
January 16, will be Drs. Harry W. Christianson and William 
P. Sadler Jr., on “Anal Abscess and Anal Fistula” and “Role 
of Free Blood in Ruptured Ectopic Pregnancy,” respectively. 
Dr. Edward S. Judd, Rochester, will address the society, 
January 7, on “Curability of Malignancy by Surgery and Radio- 
therapy.” Dr. Morris H. Nathanson spoke, January 2, on “A 
oe ag of Angina Pectoris,” and Horace Newhart, “Hearing 

ids. 


MISSOURI 


Dr. Sigerist to Give Hodgen Lecture.—Dr. Henry EF. 
Sigerist, professor of the history of medicine, Johns Hopkins 
University School of Medicine, Baltimore, will deliver the 
annual Hodgen Lecture under the auspices of the St. Louis 
Surgical Society and the Medical Fund Society, January °. 
His subject will be “Surgery at the Time of the Introduction of 
Antisepsis.” 

Society News.—Speakers before the St. Louis Trudeau 
Club, January 3, included Drs. John J. Hammond on “Pneu- 
mothorax in the Treatment of Lobar Pneumonia,” and Melvin 
J. Huber and Sigmund S. Tashma, “Reports on Interesting 
Roentgenograms with Case Histories.”——Speakers before the 
St. Louis Medical Society, December 18, were Drs. August 
A. Werner on “Involutional Melancholia: Probable Etiology 
and Treatment,” and John R. Caulk, “Obstructive Conditions 
at the Bladder Neck in Children—A Frequent Cause of Chronic 
Pyelitis.” 











el, 
’ 

ile 

ec. 


ess 

9. 
ice 
ec- 
ty, 
aml 
ole 
aly. 
ey, 
lio- 


ing 


11S 
the 
uis 

Q. 
. of 


eal 
eu- 
vin 
ing 
the 
List 
OY 
ons 
IC 


om 
ig 
‘a 


VotumeE 104 
NUMBER 


NEW HAMPSHIRE 


Hospital Anniversary.—The Margaret Pillsbury General 
Hospital, Concord, recently observed the fiftieth anniversary of 
‘ts founding. The hospital is said to have been the first gen- 
eral hospital in the state. In 1890, George A. P*! -bury, Min- 
neapolis, gave money for a new br ck buile: _, which was 
named in honor of Mr. Pillsbury’s wife. 


Society Nev's.— i... dates of the next annual meeting of 
the New ‘tampshire Medical Society, which will be held in 
\' ,chester, have been changed to May 7-8.——Speakers at a 
cieeting of the Rockingham County Medical Society, Brent- 
ood, Oct. 25, 1934, were Drs. Chester F. McGill, Portsmouth, 
on “Pyloric Stenosis”; Donald W. Leonard, Exeter, “Use of 
\Motion Pictures in Medicine’; Gilbert E. Haggart, Boston, 
“Management of Fractures,” and Carleton R. Metcalf, Concord, 
“Sickness Insurance.” —— Drs. Chester M. Jones and John 
Rock, Boston, addressed the Hillsborough County Medical 
Society, Nashua, Oct. 30, 1934, on “Diagnosis and Treatment 
of Diseases of the Liver” and “Useful Endocrine Preparations 
in Endocrinology,” respectively. Dr. Frederic P. Lord, Hano- 
ver, president of the New Hampshire Medical Society, made 
an address and Dr. Carleton R. Metcalf, Concord, reviewed 
the subject of sickness insurance. Drs. John J. Boardman, 
Hanover, and Donald S. King, Boston, addressed the Grafton 
County Medical Society, Hanover, Oct. 13, 1934, on “Uterine 
Hemorrhage” and “Newer Developments in the Treatment of 
Pneumonia,” respectively. Dr. Frederic P. Lord, Hanover, 
president of the state medical society, also made an address. 


NEW JERSEY 


Influenza Epidemic.—Many schools in New Jersey were 
closed, December 18 and 19, because of an epidemic of influ- 
enza that swept through several counties, especially in the 
southern part of the state, the New York Times reported 
December 19. The following figures were given for various 
Collingswood, 400 cases; Pennsauken Township, 500 
Ocean City, 223 cases; Burlington Township, 600 cases. 
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NEW YORK 


Refraction for Indigent School Children.—The Monroe 
County Medical Society is carrying out a special plan to pro- 
vide eye examinations for a group of indigent children who could 
not obtain attention at hospital outpatient departments. A 
survey showed that 1,210 children were in need of refractions 
and that the hospitals would not be able to accommodate them 
jor many months. The medical society in conference with the 
public safety and public welfare committees of the city council 
agreed to make the examinations for the sum of $2,420, all to be 
completed by the end of 1934. Between September 15 and 
November 1, members of the society had completed 575 refrac- 
tions. Glasses are to be furnished by the department of public 
welfare and various lay organizations. 


Medical Library Presented to Hospital.—A library of 
about 6,000 volumes and journals with an endowment of $2,000 
was presented to the Arnot-Ogden Hospital, Elmira, by the 
Elmira Academy of Medicine at a ceremony, November 22. 
The library was bequeathed to the academy by Dr. Hamilton 
Dox Wey as a memorial to his father Dr. William C. Wey, 
who settled in Elmira in 1849. It was for some time kept in 
the public library, but when lack of space made this arrange- 
ment impossible the books were placed in storage five years 
ago. Dr. Arthur W. Booth told the history of the collection 
and Dr. Ross G. Loop made the presentation, while Dr. George 
R. Murphy accepted for the hospital. The younger Dr. Wey 
served as senior physician at the Elmira Reformatory and as 
a member of the consulting staff of the Arnot-Ogden Hospital. 
Both father and son served as president of the Medical Society 
of the State of New York. 


New York City 


Scholarships for Graduate Study.—A limited number of 
scholarships for qualified graduates in medicine who wish to do 
graduate study, especially in internal medicine, are available at 
New York Post-Graduate Medical School, Columbia University. 
By the terms of the endowment, applicants from Allegheny 
County, Pennsylvania, will be given preference, other circum- 
stances being equal. Application should be made to the director 
ot the medical school, 303 East Twentieth Street. 


Anniversary of Neurological Institute.—Ceremonies in 
celebration of the twenty-fifth anniversary of the founding of 
the Neurological Institute of New York were held December 
20. Speakers included Dr. Joseph Collins, one of the founders ; 
Dr. Willard C. Rappleye, dean, Columbia University College of 
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Physicians and Sureeons; Dr. Bernard Sachs, past president 
of the Ney, ¢ork Academy of Medicine; and Dean Sage, presi- 
cent of Presbyterian Hospital. A silver tray was presented to 
Dr. Collins as the sole surviving founder by Dr. Edwin G. 
Zabriskie on behalf of the institute’s staff. The Neurological 
Institute was opened in December 1909 through the efforts of 
Dr. Collins and the late Drs. Pearce Bailey and Joseph Fraenkel 
in an old building with antiquated equipment and eighty-three 
beds. The present building, with a capacity of 211 beds, was 
completed in 1929, when the institute became affiliated with the 
Columbia-Presbyterian Hospital Medical Center. In addition to 
caring for patients with nervous and mental diseases and train- 
ing physicians in this specialty, the institute maintains a pro- 
gram of research in various fields. 


Dr. Beeuwkes Awarded Medal.—Dr. Henry Beeuwkes of 
the staff of the Rockefeller Foundation recently returned from 
England, where on November 6 he was awarded the Mary 
Kingsley medal by the Liverpool School of Tropical Medicine 
in recognition of scientific accomplishment in research on yellow 
fever conducted in West Africa. At the ceremony in Liverpool, 
medals were awarded also to Sir George Buchanan, Sir Rickard 
Christophers and Sir Malcolm Watson. Dr. Beeuwkes was 
director of the West African Yellow Fever Commission, which 
studied yellow fever in Africa for nine years but which has 
recently been liquidated. He graduated from Johns Hopkins 
University School of Medicine in 1906 and then served a number 
of years in the medical corps of the U. S. Army, from which he 
resigned in 1924. The yellow fever commission was organized 
by the Rockefeller Foundation in 1925 with an original staff of 
ten members, under the direction of Dr. Beeuwkes. By the end 
of 1926 the laboratory was in operation with headquarters in 
Lagos, Nigeria. The commission from America worked in 
cooperation with the British government and its colonial officers, 
both in Nigeria and the Gold Coast. Some of the more impor- 
tant work of the commission includes: 


1. The demonstration that the mild and widespread fever of West 
Africa is identical with the disease in South and Central America. 

2. The susceptibility of Macacus rhesus and sinicus to the virus of 
yellow fever. 

3. That the virus can be transmitted by Aedes aegypti and by numerous 
other varieties of mosquitoes. 

4. That the cause of the disease is an ultramicroscopic virus. 

5. That animals which recover remain permanently immune and their 
blood protects against the disease. 

6. That protection tests based on the foregoing have made it possible to 
map out the past wide distribution and the limits of the disease in West 
Africa and have added much to our knowledge of the epidemiology of 
yellow fever. 

Scientists who died from yellow fever acquired in Africa 
during this period of research include Dr. Hideyo Noguchi, Dr. 


-Adrian Stokes and Dr. W. Alexander Young. 


NORTH CAROLINA 


Society News.—Dr. Joseph B. Greene, Asheville, addressed 
the Buncombe County Medical Society, Asheville, December 3, 
on diagnosis and treatment of laryngeal tuberculosis. A 
symposium on pellagra was presented before the Forsyth County 
Medical Society, November 13, by Drs. James C. P. Fearrington, 
William L. Kirby, Romulus L. Carlton and William D. Wylie, 
Winston-Salem. 

Personal.—Dr. Nathaniel T. Ennett, Mount Airy, has been 
appointed health officer of Pitt County, to succeed Dr. Robert S. 
McGeachey, Greenville, who recently resigned to go to Halifax 
County. Dr. Sylvia Allen, Charlotte, recently gave a series 
of lectures at the Women’s College of the University of North 
Carolina, Greensboro, on “Common Problems of Emotional 
Adjustments in College Students.” 


PENNSYLVANIA 


New State Secretary of Health Appointed.—Dr. Martha 
Edith MacBride-Dexter, Sharon, has been appointed secretary 
of health in the cabinet of Governor-Elect George Earle and 
will take office January 15. Dr. MacBride-Dexter was gradu- 
ated from the Woman’s Medical College of Pennsylvania in 
1910 and practiced in Grove City and Erie before coming to 
Sharon in 1919. She is a member of the staff of the C. H. Buhl 
hospital and served for several years as secretary-reporter of the 
Mercer County Medical Society. 


Philadelphia 


Society News.—The meeting of the Philadelphia County 
Medical Society, January 9, was called “Johns Hopkins Hos- 
pital Night,” with the following speakers: Drs. Dean D. Lewis, 
professor of surgery at Johns Hopkins University School of 
Medicine, on “Surgery of Liver and Bile Passages”; Arnold 
Rice Rich, associate professor of pathology, “Zonal Alterations 











mn 


of the Liver Cells, with Reference to Hepatic Function”; and 
Warfield T. Longcope, professor of medicine, “Hepatic Necrosis 
and Cirrhosis with Some Reference to Chemical Substances as 
Occasional Etiologic Factors.” 


Medicodental Seminars.—The Philadelphia County Medical 
Society and the First District Society of the Pennsylvania State 
Dental Society are sponsoring a series of lectures composing a 
symposium on “The Human Face.” The lectures, which began 
January 4 and will continue through March 17, are on the 
following phases of the subject: 


January 4, Origin of the Human Face: A Study in Evolution and 
Paleomorphology, William K. Gregory, Ph.D., professor of vertebrate 
paleontology, Columbia University, New York. 

January 11, Ontogenetic Development of the Human Face, Dr. Jacob 
Parsons Schaeffer. 

January 18, The Face in Its Developmental Career, Milo H. Hellman, 
D.D.S., professor of dentistry, Columbia University School of Den- 
tistry, New York. 

January 25, Roéles of Heredity and Environment in Facial Develop- 
‘ment, speaker to be announced. 

February 1, Human Facial Types; Facial Expressions, Dr. Robert Tait 
McKenzie. 

February 15, Personality Types as Demonstrated by the Physiognomy, 
speaker to be announced. 

February 22, Abnormalities of the Facial Development Due to the 


Endocrines, speaker to be announced. 

March 1, Dynamic Physiognomy, Dr. Edward Lodholz. 

March 10, Facial Expressions Relating to Disease, Dr. George Draper, 
New York. 

March 17, Facial Changes, John V. Mershon, D.D.S. 


In connection with these lectures there will also be afternoon 
clinics and round table discussions given by both physicians 
and dentists. 

Pittsburgh 

Special Meeting of County Society.—The Allegheny 
County Medical Society held a special meeting for a considera- 
tion of socialized medicine, December 28, at Carnegie Lecture 
Hall. Dr. George L. Laverty, Harrisburg, chairman of the 
medical advisory committee to the state emergency relief board, 
discussed “Pennsylvania’s First Year of the Emergency Relief 
Service”; George R. Harris, “How Health Insurance Has 
Worked in England and Germany,” and Samuel B. Goodstone, 
“The Proposed Health Insurance Bill of the American Associa- 
tion for Social Security.” 


TEXAS 


Fort Worth Clinics.—The semiannual Fort Worth Medical 
and Surgical Clinics were presented by the Tarrant County 
Medical Society, November 6. A clinical program of ten 
minute addresses was carried out during the day and an evening 
session followed a dinner for visiting physicians. At the dinner 
session, addresses were made by Drs. Charles T. Stone, Gal- 
veston, on “Recent Advances in the Pathogenesis and Treat- 
ment of Diabetes Mellitus’; Titus H. Harris, Galveston, 
“Relation of Psychiatry to General Medicine,’ and Charles F. 
Clayton, Fort Worth, “Orthopedics of Tomorrow.” 


VIRGINIA 


Personal.—Dr. Edward M. Holmes Jr., Norfolk, has been 
appointed assistant state epidemiologist. Rolland J. Main, 
Ph.D., has been named director of the department of physiol- 
ogy at the Medical College of Virginia, Richmond, during the 
leave of absence of Dr. William R. Bond.——Dr. Hunter H. 
McGuire, Winchester, has been appointed a member of the 
board of visitcrs of the Medical College of Virginia, Richmond. 
He was graduated from the college in 1897. 


Academy Members Honored.—Four members of the Rich- 
mond Academy of Medicine who have been elected presidents 
of national medical organizations during the past year were 
guests of honor at a reception, November 27. A greeting was 
extended from the floor by Dr. Stuart McGuire to Drs. M. 
Pierce Rucker, president of the American Association of Obste- 
tricians, Gynecologists and Abdominal Surgeons; Fred M. 
Hodges, president-elect of the American Roentgen Ray Society ; 
J. Shelton Horsley, president of the American Association for 
the Study of Neoplastic Diseases, and Robert C. Bryan, presi- 
dent of the American Association of Genito-Urinary Surgeons. 


WEST VIRGINIA 


Personal.—Dr. John William Moore is the new superinten- 
dent of Mountain State Hospital, Charleston———-Dr. George 
D. Johnson, Huntington, has been appointed superintendent of 
the Spencer State Hospital, Spencer, to succeed the late Dr. 
John E. McQuain. 

Birthday Party for Dr. Jacob Schwinn.— The Ohio 
County Medical Society paid tribute to Dr. Jacob Schwinn, 
Wheeling, at a dinner celebrating his eightieth birthday, 
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December 10, at the Fort Henry Club. Born in Switzerland, 
Dr. Schwinn was educated in Europe and has lived in Wheel- 
ing more than fifty years. He has served as president of the 
Ohio County Medical Society and the West Virginia State 
Medical Association and is at present a member of the staff 
of the Ohio Valley General Hospital. 


GENERAL 


Examinations in Ophthalmology.—The American Board 
of Ophthalmology will conduct examinations in Philadelphia, 
June 8, and in New York, June 10. Applications must be 
filed at least sixty days before date of examination. Address 
communications to Dr. William H. Wilder, 122 South Michi- 
gan Avenue, Chicago. 


Diploma Missing.— Dr. Morton J. Goodman, Portland, 
reports that his diploma from the University of Oregon Medi- 
cal School, issued in June 1929, has been lost. The name on 
the document is either Morton J. Goodman or Morton Jacob 
Goodman. Dr. Goodman’s diploma for his bachelor’s degree 
and his certificate of membership in Alpha Omega Alpha are 
also missing. 


Society News.—Dr. Robert L. Payne, Norfolk, Va., was 
elected president of the Southern Surgical Association at its 
annual meeting at Sea Island, Ga., December 13. Drs. Wil- 
liam T. Black, Memphis, Tenn., and William P. Nicholson Jr., 
Atlanta, were elected vice presidents and Dr. Edward W. 
Alton Ochsner, New Orleans, secretary. Next year’s meeting 
will be in Hot Springs, Va——The twelfth annual meeting 
of the American Orthopsychiatric Association will be held at 
the Hotel Pennsylvania, New York, February 21-23, under 
the presidency of Dr. George S. Stevenson, New York.—— 
The Central Neuropsychiatric Hospital Association will hold a 
special meeting in Chicago, January 25. This organization is 
made up of twenty-eight sanatoriums in the middle states; 
Dr. Douglas A. Johnston, Cincinnati, is secretary. 


Seaboard Medical Association.—Dr. Archibald M. Bur- 
foot, Fentress, Va., was elected president of the Seaboard 
Medical Association at the annual meeting in Kinston, N. C., 
December 4-6; he succeeded Dr. Paul F. Whitaker, Kinston. 
The 1935 session will be held in Old Point Comfort, Va. The 
program included a symposium on diseases of the kidney pre- 
sented by Drs. Coy C. Carpenter, Wake Forest, N. C.; Fred- 
erick C. Rinker and Walter B. Martin, Norfolk, Va.; DeWitt 
Kluttz, Washington, N. C.; William B. Kinlaw, Rocky Mount; 
Joseph R. Latham, New Bern, and Manfred Call, Richmond. 
Other speakers were Drs. James C. Masson, Rochester, Minn., 
on “Use of Living Sutures in the Repair of the More Difficult 
Abdominal Hernias”; Oscar L. Miller, Charlotte, N. C., “Dis- 
ability in the Lower Part of the Back,” and Marvin Pierce 
Rucker, Richmond, “Obstetric Shock.” 


Branch Urologic Meeting.— The first meeting of the 
recently created Southeastern Branch of the American Uro- 
logical Association was held at the Biltmore Hotel, Atlanta, 
December 7-8. In addition to remarks on the importance of 
branch societies by Dr. Gilbert J. Thomas, Minneapolis, sec- 
retary, American Urological Association, the following pro- 
gram was presented: 

Dr. Benjamin S. Barringer, New York, Present Day Methods of 

Treating Cancer of the Prostate. 

Dr. George R. Livermore, Memphis, Pain in Cases of Dilated Pelvis 

and Ureter. 
Dr. William E. Lower, Cleveland, Problems of Lesions of the Right 
Upper Quadrant. 

Dr. Robert H. Herbst and Dr. Carl Apfelbach, Chicago, Renal 
Hypoplasia. 

Dr. Hugh Cabot, Rochester, Minn., Treatment of Undescended Testicle. 

Dr. Howard S. Jeck, New York, Nupercaine as a Spinal Anesthetic, 
with Special Reference to the Employment of Solutions of High 
Dilution. 

Dr. Edwin Beer, New York, Historical Review of Bladder Tumors. 

Dr. John R. Caulk, St. Louis, Bladder Neck Obstructions in Children. 

Dr. William F. Braasch, Rochester, Recent Advancements in the Treat- 

ment of Infections Involving the Urinary Tract. 

Dr. William D. Haggard, Nashville, acted as master of 


ceremonies at the dinner, Friday evening. 


CORRECTION 


Distinction Between Science and Art.—The quotation 
under this title at the bottom of page 1847 in THe Journat, 
Dec. 15, 1934, was written by the venerable Dr. John Brown 
of Edinburgh; that fact was clearly stated by Dr. George 
Blumer in his paper read before the William Harvey Society, 
but the quotation marks were inadvertently omitted in THe 
JOURNAL, 
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Foreign Letters 


LONDON 
(From Our Regular Correspondent) 
Dec. 8, 1934. 
The Dangers of Quack Medicines 

In spite of repeated exposures and particularly the book on 
the “Composition of Secret Remedies,” published by the British 
Medical Association, the trade flourishes and even reputable 
‘ournals are full of glaring advertisements of their extraor- 
dinary virtues. An important statement on the dangers that 
may result from this uncontrolled sale has therefore been pre- 
pared by the council of the Royal College of Surgeons at the 
request of the Standing Committee on Scientific Research of 
the Economic Advisory Council (a body appointed by the gov- 
ernment). The council of the Royal College of Surgeons 
declares that the sale of secret remedies has reached large 
dimensions and that in the interests of the public it should be 
placed under some control. Among the objectionable features 
of the uncontrolled sale are. mentioned the following: 1. The 
remedy may contain some drug that is injurious, such as 
acetanilid (headache powder). 2. More generally the remedy 
is purely fraudulent, containing nothing of therapeutic value. 
3. The claims made are always exaggerated and in general are 
purely fraudulent. The college points out that some form of 
control is exercised in many countries. In Germany a large 
group of preparations can be sold only under medical prescrip- 
tion and cannot be advertised. In France they can be sold 
only under government approval. In England there is no effec- 
tive control either of the composition of secret remedies or of 
the claims made for them; in fact, proprietary medicines are 
definitely excluded from the operation of the Food and Drugs 
Act. 

Recalling that in 1914 a select committee (appointed by the 
government) advocated the giving of wide powers of control, 
over both the sales and the claims made, to the ministry of 
health, the council expresses the opinion that the problem can 
be dealt with adequately only on these lines. Such control 
should ensure that the article is not injurious, that its descrip- 
tion is not fraudulent, that the sale and methods of advertise- 
ment are not against the public interest, and that no medicine 
or appliance is advertised as a cure for blindness, Bright's 
disease, cancer, consumption, diabetes, epilepsy, fits, locomotor 
ataxia, lupus or paralysis. A bill is at present being consid- 
ered by the parliamentary committee on food and health, the 
object of which is to prohibit the sale or advertisement of 
medicines or appliances for the cure of certain conditions, the 
use of fictitious testimonials and the offer of diagnosis or treat- 
ment by correspondence. The representatives of the “patent 
medicine” trade declined to support any bill on the lines of the 
select committee’s report, but it agreed not to oppose a measure 
such as has now been drafted. 


The Health of the School Child 


The annual report of the chief medical officer of the board 
of education for 1933 has just been published. During the 
year 3,000,000 children passed under definite medical review 
and subsequently 2,000,000 reinspections were carried out. Of 
the 1,855,499 children submitted to routine examination, 20,579, 
or 11.1 per thousand, were found to be “malnourished” and 
requiring treatment, and 23,760, or 12.8 per thousand, were 
found to be undernourished and requiring observation. The 
figure for 1932 of “malnourished” children requiring treatment 
was 10.7 per thousand, and for 1931 was 11.2. The massed 
return for 1933, compiled from figures submitted by 316 local 
education authorities, indicated that the condition of the school 
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children throughout England and Wales in 1933 was similar to 
that in the two preceding years and showed no deterioration. 
The total number of meals provided in the year 1933-1934 was 
68,800,000, an increase of 6,500,000 over 1932-1933, and the 
number of children who received meals was 414,800, as com- 
pared with 399,400 in 1932-1933. 

Sir George Newman therefore concludes that the general 
health and nutrition of the population of England and Wales, 
taken as a whole, was well maintained in 1933, in spite of 
economic and social difficulties, distressing as these have been. 
“There can be no question,” he says, “that the nutrition of the 
English people is better today than at any past period of which 
we have record. But that does not say or mean that present 
standards of health and nutrition cannot be or should not be 
improved.” It may be remembered that he came to a similar 
conclusion in his report on the health of the nation (Tue 
JourNAL, Nov. 3, 1934, p. 1388). 

UNEMPLOYMENT AND SCHOOL LEAVING 

Referring to the children who have left school (at the age 
of 14) Sir George Newman says that they have passed out of 
the reach of the medical services, the school meals and the 
physical training provided. They may be in need of some of 
these. “A state which allows its young people to degenerate, 
physically or mentally, because of unemployment is incurring 
a grave responsibility. Perhaps of all the disadvantages of 
prolonged unemployment in youth the worst are the disappoint- 
ment and demoralization which ensue on enforced idleness and 
the more or less complete wreck of aspirations.” 


THE VALUE OF DANCING 

Sir George Newman emphasizes the importance of dancing 
as “a vital form of bodily exercise which deserves a place in 
physical education.” He regards it as a mode of expressing 
emotion. “Children naturally express their pleasure in song 
and dance; the desire for rhythmic movement is strong in them. 
More and more the conviction is growing that the combination 
of music and dance movement (as distinct from physical train- 
ing) is not only a great art but a valuable means of educating 
the body, mind and character in one harmonious whole.” 


Reform in Midwifery Practice 

At a public health congress held in London, Prof. F. J. 
3rowne, director of the obstetric unit at University College 
Hospital, complained of the lack of cooperation between the 
medical officers of municipal antenatal clinics and private 
physicians, which meant a gap between diagnosis and treat- 
ment. Medical officers at the clinics are not allowed to give 
treatment; the patient must be referred to her own physician, 
who is often too indifferent or too occupied to give her the 
treatment she requires. The time has come, according to 
Professor Browne, to bridge this gap by taking midwifery out 
of the hands of the general practitioner and establishing a ser- 
vice of specialists, thoroughly trained in obstetrics, to work in 
cooperation with highly trained nurse-midwives. This team 
would be responsible for the care of the patient during preg- 
nancy and delivery. The general practitioner, he says, is 
unsuited for the practice of midwifery for the following rea- 
sons. 1. Its practice calls for a long specialized training, 
impossible to give the undergraduate medical student. Noth- 
ing less than three years of postgraduate practice in a large 
maternity hospital will give the necessary skill. 2. In the 
course of his work the general practitioner is continually in 
contact with septic wounds and may have to go direct from 
such a case to a midwifery case, with grave risk of infecting 
his patient. 3. Midwifery practice is incompatible with the 
claims of general practice. It occurs at irregular times and 
interrupts the physician’s work, entailing dangerous haste. 
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The high maternal death rate will be overcome only by a spe- 
cialist service in which team work will replace the confusion 
of the present midwifery service. 


PARIS 
(From Our Regular Correspondent) 
Dec. 10, 1934. 
Farce of Opium Control 


A series of articles in one of the Paris journals by Jean 
Perrigault shows how difficult it will be to prevent the use 
of opium by the Chinese, despite the prohibition of its impor- 
tation. In 1927 the drug habit was prevalent not only all over 
China but also in the International Settlement and in the 
French concession of Shanghai, where a half clandestine, half 
tolerated, sale existed. In May 1934 not a single shop or 
resort existed in Shanghai where the drug could be obtained, 
but this did not mean that the 400,000 Chinese in the French 
concession or the 1,500,000 in the International Settlement could 
not secure as much as they wished; hence 50 per cent of these 
Chinese continue to smoke from ten to fifty pipes a day. If 
they cannot get opium in the International or French settle- 
ments where they reside, there is no restriction to buying all 
they want in the adjacent Chinese portion of Shanghai. The 
French police have raided the resorts in their concession repeat- 
edly, but to no avail. 

In old China an antiopium league has been founded, but this 
is only a subterfuge for the merchants who sell the drug under 
the name of “antiopium.” 

Chiang Kai Sehk, who controls China at present, has been 
converted to Protestantism. He is conscientious and able, but 
the taxes on opium are much needed by the other Chinese 
generals; hence the difficulty of controlling the sale. 

These observations of Perrigault are verified by the report 
of the last meeting at Geneva of the Commission on Narcotics 
of the League of Nations. It was found that the volume of 
legalized commerce in opium and other narcotics continues to 
decrease progressively. On the other hand, and especially in 
countries where control is difficult, the quantity due to illegal 
manufacture is constantly increasing. The condition of affairs 
in China is getting worse, both as regards the smuggling and 
illegal importation as well as in the use of narcotics. It is 
hoped that a new process by which the various derivatives of 
opium could be obtained from the juice of the poppy without 
passing through the intermediate opium stage will enable a 
better control to be made. A report on this subject will be 
made at a future meeting of the commission. 


Congress of Preventive Pediatrics 


At the fourth session of the International Association of 
Preventive Pediatrics, at Lyons, September 27, two subjects 
were discussed: prophylaxis of malaria and prophylaxis of 
rickets and spasmophilia. The latter subject was presented in 
the form of reports by Monrad of Denmark and Rominger of 
Germany. 

Monrad stated that rickets, which is rare in Denmark at 
present, had decreased in frequency even before the discovery 
of vitamin D. This was due to hygienic measures of various 
kinds, especially education of the mothers, all of whom are 
given instruction in hygiene. Heredity does not play an impor- 
tant part in the etiology. Congenital rickets is nonexistent. 
The osteoporosis found in premature infants is not due to 
rickets. In congenital craniotabes there is neither hypophos- 
phatemia nor hypocalcemia. Rickets cannot be regarded as a 
form of avitaminosis. It is useless to give cod liver oil, 
viosterol or actinotherapy as a routine during pregnancy or to 
the new-born. Large doses of viosterol are not without their 
dangers. Tuberculosis and syphilis also cannot be considered 
as etiologic factors in rickets. The latter is the result of a 
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disturbance in the ratio of phosphorus to calcium. The best 
methods of prophylaxis are general hygiene and avoidance o/{ 
slowly developing chronic intestinal infections, especially inability 
to digest fats. Spasmophilia is not frequent and also is a 
contraindication to the prescribing of viosterol, because it may 
disturb the phosphorus-calcium ratio. 

Rominger, the second speaker, found that, despite some prog- 
ress, rickets has not disappeared. He believed that prophylaxis 
is especially necessary in the case of premature infants and 
twins, in whom the calcium content of the blood and tissues 
is often deficient. Although rickets could no longer be regarded 
as hereditary, there is a certain predisposition to it. Breast- 
fed infants, especially at the period of weaning, must be care- 
fully watched. He believed that the ultraviolet rays should 
be used during pregnancy, as early as the third month, for 
six weeks, three treatments a week of short duration. Irradi- 
ated foods have not given the results that were hoped for. 
Cod liver oil is subject to variations in composition and is not 
always given as regularly as could be wished for. The best 
prophylactic measure is to give viosterol in small doses, begin- 
ning with the fourth month. This is especially true in poor 
families, in which the nursling’s nourishment is not easy to 
improve. Spasmophilia can be considered as a condition indi- 
cating cure of the rickets. 

Seckel of Cologne, Germany, did not agree with the last 
statement, because, in two thirds of the cases of spasmophilia, 
roentgenography fails to show any evidence of cure of rickets. 

Cathala of Paris stated that, in spite of the more commo: 
use of cod liver oil and viosterol, many cases of rickets are 
still seen in the Parisian hospitals. 

Woringer of Strasbourg maintained that the best prophylactic 
measure was heliotherapy, but that pigmentation of the skin 
should be avoided. 

Lesné of Paris has found that prolonged digestive disturbances 
and lack of sunlight are the principal causes. Inability to digest 
starchy foods plays a more important part as favoring rickets 
than that of fats. These digestive disturbances probably act 
by affecting either the assimilation of calcium or in increasing 
its elimination, with resultant calcium insufficiency. 


A Paris Surgeon 103 Years Old 

Three years ago the Academy of Paris celebrated its founda- 
tion in 1831, and at the same meeting the fiftieth year ot 
membership of one of its fellows, Dr. Alexander Guéniot. 
November 16 the doctor celebrated his 103d birthday, still 
mentally active and engaged in writing his memoirs. On this 
occasion he recalled having witnessed many of the stirring 
events in the history of France during the last ninety years. 
Dr. Guéniot ascribes his longevity to daily walks, a regular 
mode of life and the fact that he massages his arms and legs 
twice a day. 

Mortality Rate in France 

The death rate during the past decade has been higher in 
France than in neighboring countries. In England it is 12.15 
per thousand, in Switzerland 12.27, in Denmark 11.20 and in 
Holland 9, while that of France is 16.80. The climatic and 
social conditions not being any more unfavorable in France 
than in these other countries, one must conclude that hygiene 
is not as far developed here. 

Every effort is being made to establish better hygienic con- 
ditions in rural districts. The majority of cities with a popu- 
lation of more than 5,000 now are equipped with sewerage, but 
there are many smaller centers where no such provision has 
been made. More than 295 cities, or one fourth of the total 
number in France, have no sewers. An effort is being made 
to correct this lamentable state oi affairs. 

The water supply of a number of cities has also been far 
from that which the hygienic standard of today demands. The 
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eoyernment has recently appropriated large sums to correct this. 
If one considers as cities the centers of population having more 
than 2,000 inhabitants, and if one excludes the department of 
the Seine, in which Paris is located, the mortality rate is above 
i) per thousand. In rural communities, that is, those with less 
than 2,000 inhabitants, the rate is higher, 17.8 per thousand. 
This shows that much needs to be done in the rural districts 
in the form of sewerage, pure water supply and proper food. 
Sixty per cent of the population of France is engaged in agri- 
cultural work; hence the necessity of giving the farmer the 
benefits of better hygienic conditions. 

The best form of preventive medicine and the least costly is 
hygiene, and this is especially applicable to rural communities. 


ROME 
(From Our Regular Correspondent) 
Oct. 30, 1934. 
Discussion of Health Insurance 


The second annual reunion of the Associazione Italiana di 
medicina legal was recently held at Montecatini. The medico- 
legal problems of insurance against disease were discussed. 
Dr. Bellucci, head physician of the Cassa Nazionale Malattie 
degli Addetti al Commercio, pointed out that the establishment 
of insurance against disease required the collaboration of jurists, 
economicosocial resources and physicians. At present there 
are two tendencies in the field. First the administration of 
care and pecuniary aid to cover the most pressing necessities 
of life is required in favor of insured sick persons. By the 
second plan the insured are offered medical services. Between 
these two extremes there are intermediate stages. Many per- 
sons Claim that the characteristic differentiation of insurable 
diseases is nearly impossible, which is not the case if a definite 
interpretation is given to the two conceptions on incapacity 
and inability for work. Dr. Diez proposed that the inability 
to work be considered a disease from the point of view of 
insurance, 

Dr. Cazzaniga spoke on chronic diseases from the point of 
view of insurance. In regard to professional secrecy in health 
insurance it was decided that the question presents different 
angles according to the different relations between physician 
and patient. The physician in charge of the treatment of a 
patient is bound to keep medical secrecy but not so the insurance 
physician. A new intermediate figure between the physician 
in charge of the case and the insurance physician is the con- 
sultant physician who acts also as an overseer and who at 
present is found in Italy only in some insurance societies. 


Congress of Colonial Medicine 

The fifth National Congress of Colonial Medicine was recently 
held at Naples under the chairmanship of Prof. Aldo Castellani. 
The first topic, hydromineral and physical treatments of tropical 
diseases, was presented by Dr. Castronuovo of the University 
of Naples. He reviewed the old traditions related to the African 
springs from the time of the Romans. He discussed the use 
of the sun bath, the light bath, electrotherapy, diathermy and 
roentgen therapy in several tropical diseases. 

The second topic, blastomycosis, was presented by Dr. Cas- 
tellani, who classifies blastomycosis into two large groups, cuta- 
neous and internal. Cutaneous blastomycosis can also involve 
the mucosae and the scalp. He makes the distinction of the 
principal types—pulmonary, hepatosplenomegalic and cerebro- 
spinal—in the visceral forms. The pulmonary type can simulate 
pulmonary tuberculosis; the hepatosplenomegalic type might 
be mistaken for syphilis. Two subtypes are interesting in the 
cerebrospinal type: the blastomycetic meningitis, the symptoms 
of which resemble those of cerebrospinal meningitis, and the 
blastomycetic cerebral abscess, which is characterized by the 
rich content of fungoid cells in the pus. The speaker suspects 
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the presence of blastomycosis especially in various cutaneous 
diseases of a pseudofurunculous type, which are intractable to 
any treatment and which improve under antiblastomycotic treat- 
ment. The pathologic element that characterizes blastomycosis 
is the large granulomatous nodule. A microscopic examination 
shows large bright cells with large granules of protoplasm. 
To make a diagnosis it is necessary to take cultures. In clini- 
cal practice a general diagnosis is sufficient to start the treat- 
ment. Dr. Castellani discussed the differential diagnosis of 
blastomycosis, which in temperate climates concerns especially 
cutaneous verrucous tuberculosis. The decision is based on the 
biologic and microscopic examinations. In tropical countries 
there is a danger in mistaking blastomycosis for inguinale 
granuloma, frambesia and pyogenic dermatitis vegetans. The 
prognosis for the patient’s life is grave in the cutaneous form 
of blastomycosis. Nevertheless, by early diagnosis and early 
treatment one often succeeds in saving the patient. Visceral 
blastomycosis is, as a rule, fatal. The therapeutic measures 
advised are many, and they are given either by the subcutaneous 
or by the internal route. The administration of large doses 
of potassium iodide, even from 20 to 30 Gm. daily, is con- 
sidered even today the best remedy. Dr. Di Guglielmo, clinical 
physician of Catania, spoke on brucellosis. He reported the 
results of his use of intravenous vaccines by the administration 
of which he has secured satisfactory results in more than 300 
cases. Dr. Caronia spoke also, on the value of intravenous 
vaccines in therapy of brucellosis. 

Dr. Giordano gave a report of his experiments, carried on 
with Dr. Nastasi on exanthematous fever in Tripolitana. He 
emphasized the role of dogs in the transmission of the disease 
and the constant negative results of the Weil-Felix test. 

The congress, having in mind the growth of colonial medi- 
cine, voted for the creation of a chair of colonial pathology in 
Naples, the center of Italian colonial life. 


New Surgical Society 

The Societa Italiana di Chirurgia Plastica e riparatrice was 
recently founded in Rome, near the surgical clinic of the Uni- 
versity of Rome. Drs. Roberto Alessandri and Manna were 
appointed honorary and acting presidents, respectively. The 
first congress of the new society will meet in Rome during the 
seventh week of Lent, Easter week, 1935. The official topic, 
previously selected, is the History and Development of Plastic 
Surgery in Italy, with Dr. Manna as official speaker. 


Meeting of Supreme Council of Public Health 

The members of the Supreme Council of Public Health in 
Italy recently met at Rome under the chairmanship of Dr. 
Dante De Blasi, an Italian academician. Dr. Basile, general 
director of public health, spoke on the public health of the 
country. The health laws promulgated for the first time in 
1888 have done much to improve the sanitary conditions of 
the country. The regulations of the last few years have resulted 
in a decrease in the rate of infant mortality, as shown by the 
figure of 12.3 per hundred for 1932. Syphilis, even now, is 
important as a cause of death during the first month of life. 
Because of this fact, the government provided last March for 
the establishment of centers for free treatment of syphilitic 
mothers and their infants. The second problem discussed was 
that of the campaign against malaria. The work of antituber- 
culosis organizations was then estimated. The following data 
were compiled in 1933: total number of first consultations with 
examination, 261,216, including a total number of 7,229 tuber- 
culous patients and 143,489 nontuberculous persons. The pul- 
monary and pleural localization of tuberculosis proved to be 
more frequent in women than in men. The members of the 
council also discussed the abolishment of, and restriction in, 
the use of diacetylmorphine and cocaine. 
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JAPAN 


(From Our Regular Correspondent) 


Oct. 31, 1934. 
The International Red Cross Conference 


The fifteenth international conference of the Red Cross was 
held in Tokyo, October 20-29. With the exception of one meet- 
ing in Washington, this international conference was the first 
to be held outside Europe; moreover, this was the first world 
conference that has ever been held in Japan. From fifty-seven 
countries among sixty-one member countries, 252 delegates 
were present. The sixty-one delegates from America and the 
Philippines formed the largest delegation, and next largest 
was the Japanese, consisting of thirty-six delegates. 

The board of governors and the board of delegates discussed, 
among. others, the following important matters at the final 
meeting, October 19: official acceptance by the Soviet Union 
of the invitation to membership in the League of the Red 
Cross Societies; acceptance of the financial report of the league, 
presented by Mr. Ernest J. Swift, and of the budget of 2,500,000 
francs for the year 1935; election of Col. Guillaume Favre and 
Dr. J. Max Olano, as president and vice president, respectively, 
of the board of delegates; recommendation of the appointment 
of Prince Tokugawa as president of the fifteenth international 
conference; a proposal by Marquis Jose Valdez of Spain to 
name Madrid as the place of the sixteenth conference in 1938; 
appointment of Mr. Swift to make a summary of all national 
reports on Red Cross activities. 

The financial report made by Mr. Swift showed a net income 
of 1,366,776.41 francs and a net expenditure of 1,322,009.51 
francs, giving an excess of income of 44,776.90 francs for the 
first half of the year 1934. The estimated expenditure for the 
last half of 1934 was 1,300,079.06 francs. The proposed budget 
of 2,500,000 francs for the year 1935 was approved. This 
smaller budget for the coming year is due to the economy 
effected by moving the league headquarters. 

THE OPENING CEREMONIES 

In the presence of Prince Kotohiko Kanin and Premier 
Okada and other cabinet ministers, the opening session of the 
conference was held on the 20th in the headquarters of the 
Japan Red Cross Society and broadcast throughout the empire. 
Dr. René Sand, technical counselor of the league, acted as 
interpreter, rendering French and German into English, and 
English into French. 

WORLD ACTIVITIES 

On the 21st, Mr. Swift reviewed the work of the societies 
throughout the world during the last year: 

The Indian Red Cross now gives special attention to the 
protection of mothers and children, popular health instruction, 
tuberculosis work and cooperation with hospitals. Its work 
for disaster victims has been placed on an organized basis. 

The close cooperation of the Turkish society with the gov- 
ernment is attested by the fact that its president is the minister 
of health and social work and that the secretary general of the 
Red Crescent is a high official of that department. The Red 
Crescent has been able recently to increase its resources 
through the sale of special stamps and the organization of a 
flower day. 

The Australia Red Cross has worked mainly in the field of 
help to disabled ex-soldiers. It makes generous contributions 
to hospitals and to the public nursing services, which are of 
special value in territories where people live isolated and far 
from one another. Special attention has been given by the 
Junior Red Cross to sufferers from infantile paralysis. 

Among the activities in the United States may be mentioned 
the teaching of first aid, life saving and home hygiene, work 
for the blind and for ex-soldiers, rural nursing and disaster 


relief. The number of volunteers enrolled is 70,000, and with 
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their help the Red Cross has carried on a stupendous piece of 
work, distributing among those who needed help 18 million 
bushels of wheat and 844,000 bales of cotton. The operating 
cost of this immense operation amounted to less than 1 per 
cent of the value of the goods contributed. The distribution 
has lasted seventeen months. 

In the Philippine Islands the Junior Red Cross during the 
single year 1933 provided dentistry facilities for 660,000 chil- 
dren. The Red Cross has taken over new responsibilities in 
connection with lepers. 

The Canadian Red Cross is engaged in a unique activity in 
the form of the seaport nurseries conducted since 1920 and its 
system of outpost hospitals, which is now considered to have 
passed the experimental stage. It has this year begun the first 
aid work on highways, and the number of registered nurses 
on its rolls for emergency service now number almost 1,000. 

In Paraguay the Red Cross has 152 local committees, a mem- 
bership of more than 16,000 and an annual budget of four 
million pesos. Besides the relief work, it has undertaken with 
the help of the Rockefeller Foundation a highly successful 
campaign against the hookworm. 

Of special interest in Great Britain are the information ser- 
vices for hospitals, the hospital library, blood transfusion ser- 
vices, three orthopedic clinics and the rheumatism clinic of the 
British Red Cross. Its ambulance services include more than 
350 vehicles. It supplies first aid detachments to meet the 
requirements of public meetings and of persons engaged on 
seasonal work, such as hop picking and herring fishing. It 
has taken the first step in connection with the air ambulances. 

The Norwegian Red Cross maintains a large hospital and 
a sanatorium, During the last four years, two new hospitals 
and six new cottage hospitals have been established in addition 
to the maternity homes and homes for retired nurses. Nurses’ 
training is provided from six different centers. It takes spe- 
cial interest in the health and welfare of seamen in the hos- 
pital ship Viking. 

In Sweden 175 new sections have been established and 35,000 
new members enrolled. Its membership represents 2 per cent 
of the population of the country. It has provided dental treat- 
ment for 8,000 school children and meals for 17,000. It main- 
tains 200 ambulances and an air ambulance service. 

In Germany it has a membership of 1,360,000, including 
267,000 persons trained and organized in first aid detachments. 
In 1933, assistance was given in more than two million cases. 
It has 10,000 nurses working in 427 Red Cross institutes of 
various kinds providing beds for 20,000 patients. It further 
maintains 2,300 dispensaries, 2,000 créches, day nurseries, kin- 
dergartens and soup kitchens. 

Cooperation between the Red Cross and the government is 
provided for in Belgium in the statutes of the national Red 
Cross Society. Its progress since 1930 is reflected in the ever 
growing success of the yearly Red Cross Week, which is a 
national event. Other features are the opening of a second 
health center, the organization of 500 first aid posts on high- 
ways, and an agreement entered into with the railway admin- 
istration and the shipping authorities to provide for the rapid 
intervention of the Red Cross in railway and shipping accidents. 

The three societies constituting the French Red Cross are 
performing valuable service in the training of nurses, including 
the training of nurses for air ambulance work. 

Under the direction of an energetic central committee and 
with the cooperation of numerous local committees, the number 
of hospital sanatoriums, dispensaries, first aid posts and ambu- 
lances in Spain is rapidly increasing. The number of cases 
handled in the dispensaries is 140,000. 

The most modern technic has been introduced in the Italian 
Red Cross sanatoriums, surgical and orthopedic institutions, 
preventoriums, malaria stations, school medical services, first aid 
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yosts and motor ambulance services. More than two million 
home visits are made by visiting nurses each year. 

The Red Cross in Hungary employs sixty-two social workers, 
who have received ten months’ special training. Four night 
shelters have been established and seventy-four homes for the 
aged. 

[he principal activities of the society in Austria are first 
aid, tuberculosis work and maintenance of the dispensaries. 
Special attention has been given to helping mothers in child- 
birth and to assisting poor children. 

Among the society’s activities in Yugoslavia are the nurses’ 
training school and the orphanages and treatment. stations. 
The Junior Red Cross now extends to a very large propor- 
tion of the entire school population. 

In Czechoslovakia the Red Cross conducts more than 400 
institutions of various kinds, including a social service school, 
a shelter for emigrants, a night shelter at Prague, a club for 
apprentices, children’s homes and health centers. It is associ- 
ated with the health demonstration called Vrsovice. 

In Latvia the society derives part of its income from lotter- 
ies and from the sale of playing cards. It maintains the Riga 
Hygiene Museum. It conducts seven sanatoriums, fifty-eight 
health centers, two nursing schools, a workroom for the manu- 
facture of artificial limbs, a motor ambulance service and a 
medical supply depot. 

In the Soviet Union the Red Cross has five and a half million 
members. “The Young Friends of the Red Cross,’ divided 
into 88,000 groups, comprise 900,000 children between 10 and 
16 years of age. The budget for 1934 reaches the imposing 
total of 145 million rubles. The constituent societies making 
up the alliance maintain 145 hospitals, 1,000 polyclinics, eighty- 
five sanatoriums and rest homes, 700 disinfection stations, 200 
pharmacies, 500 depots of medical material, 80,000 health posts 
in industrial institutions, and 100,000 village health centers. 


FINAL ACTIVITIES 
October 23, it was announced that the empress of Japan 
had donated 100,000 yen to the international Red Cross com- 
mittee. The conference practically closed on the 26th, leaving 
the 27th and 28th for pleasure excursions. The city of Madrid 
was selected for the sixteenth conference, which will be held in 
the fall of 1938. 


RIO DE JANEIRO 
(From Our Regular Correspondent) 
Nov. 15, 1934. 
Alterations of the P Wave of the Electrocardiogram 


Drs. Dante Pazzanes and Roberto Pires of Campos recently 
presented before the Associagéo Paulista de Medicina a study 
of the P wave based on 1,507 electrocardiograms made on 
1,105 patients. The speakers reached the following conclusions : 
A P wave that either lasts more than 0.1 second or is more 
than 2 mm. high in any lead is abnormal. The most frequent 
abnormality of the auricular wave is its lengthening. Abnormal 
P waves were found in ninety cases: forty-one in mitral 
stenosis, thirty-seven in myocarditis, ten in aortic insufficiency, 
one in asthma and one in tuberculosis. The P wave was 
normal in 52 per cent of cases of mitral stenosis, it was within 
normal limits, although slightly altered, in 20 per cent of the 
cases, and there was fibrillation in 28 per cent of the cases. 
The changes of the P wave can serve as a basis for the prog- 
nosis in cases presenting mitral stenosis. An inversion of the 
P wave in the first lead was found only in a case of situs 
inversus and in the second lead in three cases of myocarditis. 
Abnormalities of the P wave are rather frequent in myocarditis. 
Aortic insufficiency was the*cause of the lengthening of the 
P wave in 10 per cent of the cases. Also other causes were 
observed less frequently. 
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Sulphopyretotherapy in Dementia Paralytica 

Dr. Mario Yahn of Sao Paulo in a recently published article 
on sulphopyretotherapy in dementia paralytica reached the 
following conclusions: Deep intramuscular injections of 3, 10 
or 12 cc. of an 8 per thousand sulphur solution in oil causes 
an elevation of the temperature to 104 or 104.9 F. There is 
a certain relation between the intensity of the local inflamma- 
tory phenomena and the rise of the temperature. When the 
temperature is very high it is associated with chills, labial 
herpes, intense perspiration, nausea and vomiting. The only 
inconvenience of sulphur injections is the intense local pain they 
cause. They are well tolerated by patients suffering with 
arteriosclerosis, aortitis or hemiplegia as well as by old per- 
sons. Sulphopyretotherapy provokes a psychic remission with 
improvement of the patient’s general condition, aad gain in 
weight. In two cases it retarded the appearance of epileptiform 
attacks. Response to the treatment was observed in 45.5 per 
cent of the cases, with 22.7 per cent very good remissions and 
9.2 per cent of good remissions and 13.6 per cent of fair 
remissions in the group of patients with the expansive and 
megalomaniac forms. The remaining 54.5 per cent of the cases 
included stationary cases and one fatal case. The mental and 
general condition of this patient was bad and death followed 
six days after the first series of injections. The cerebrospinal 
fluid was in general favorably modified by sulphopyretotherapy. 
The typical features of dementia paralytica in the curve of the 
colloidal benzoin test not infrequently were lost or at least 
attenuated. The Wassermann test in the cerebrospinal fluid 
became less intense after the treatment, but negative results 
were never obtained. The Wassermann test in the blood did 
not change except in one case, in which it gave negative results 
before the treatment and positive results after it. The first 
injections seemed to activate the syphilis. 


A New Polyclinic 

A new polyclinic, organized by the board of directors of the 
Faculdade Fluminense de Medicina with the aid of the govern- 
ment of Rio, was recently inaugurated at Nictheroy, capital of 
the state, for the care of the poor. The four story building, 
on a suitable site, has ample equipment for diathermy and for 
ultraviolet and roentgen therapy. The library occupies the 
entire fourth flour. All the wards are large, with modern 
equipment of the best type. The polyclinic is divided into the 
following departments, each of which has its own head and 
personnel: medical and surgical clinics, obstetrics, gynecology, 
ophthalmology, otorhinolaryngology, medical and surgical pedi- 
atrics and orthopedics, urology, neurology and_psychiatrics, 
dermatology and syphilology, tropical diseases, phthisiology and 
odontology. There are two amphitheaters, each accommodating 
244 persons, projection apparatus and a speaking platform. 





Marriages 


CHARLES THEODORE Hazzarp to Miss Blim Appell, both of 
Mount Vernon, N. Y., Dec. 21, 1934. 


Reusen H..Minars, New York, to Miss Regina Schoolnik 
of Belle Harbor, N. Y., Oct. 27, 1934. 

SAMUEL Louris GoLpBERG, Chicago, to Miss Gertrude Beatrice 
Marks of Detroit, Dec. 24, 1934. 

James E. P. Davia to Miss Elsie I. Crabtree, both of 
Chicago, June 16, 1934. 


WaALLaceE P. RitcuHie to Miss Alice R. Otis, both of St. Paul, 
recently. 


CORRECTION 


Not Married.—The marriage announcement that appeared 
in THe Journal, Dec. 22, 1934, of Dr. Leslie H. Reimers of 
Chicago to Miss Margie Ebaugh of Akron, Ohio, was erroneous. 











Deaths 





Gotthelf Carl Huber, since 1914 professor of anatomy and 
director of the anatomic laboratories, University of Michigan 
Medical School, Ann Arbor, and since 1927 dean of the graduate 
school, died, Dec. 26, 1934, in the University Hospital, aged 69. 
Dr. Huber was born in Hoobly, India, Aug. 30, 1865. He 
received his medical degree from the University of Michigan 
Department of Medicine and Surgery, Ann Arbor, in 1887, and 
later studied in Berlin and Prague. Before 1914 he had served 
as assistant demonstrator of anatomy, instructor, assistant pro- 
fessor of histology, junior professor of anatomy and professor 
of histology and embryology and director of the histologic 
laboratory at his alma mater. For many years he was also 
professor of histology and embryology at the University of 
Michigan Homeopathic Medical School and for one year, 1911 
to 1912, professor of embryology at the Wistar Institute of 
Anatomy in Philadelphia. He was a member, past president, 
secretary and treasurer of the American Association of Anato- 
mists, and a member of the American Association of Patholo- 
gists and Bacteriologists and the American Philosophical 
Society. Dr. Huber was the official reporter of the section on 
anatomy at the seventeenth International Congress of Medicine 
in London and was chairman of the medical fellowship board 
of the National Research Council. During the World War, 
as a contract surgeon, he carried on extensive investigations on 
the repair of severed peripheral nerves for the Surgeon General’s 
Office, U. S. Army. For many years Dr. Huber was associate 
editor of the American Journal of Anatomy and managing editor 
of the Anatomical Record. He was the author of textbooks of 
histology and the editor of “Piersol’s Human Anatomy.” 

John Montgomery Baldy, Devon, Pa.; University of 
Pennsylvania School of Medicine, Philadelphia, 1884; member 
of the House of Delegates in 1914 and fourth Vice President 
of the American Medical Association in 1918; past president of 
the bureau of medical education and licensure; formerly pro- 
fessor of gynecology, University of Pennsylvania Graduate 
School of Medicine; first commissioner of welfare of Penn- 
sylvania; at various times served on the staffs of the Pennsyl- 
vania Hospital, Jewish Hospital, Frederick Douglass Memorial 
Hospital and St. Agnes’ Hospital, Philadelphia; fellow of the 
American College of Surgeons; aged 74; died, Dec. 13, 1934, 
of a self-inflicted bullet wound. 

Sydney Kuh ® Chicago; Universitat Heidelberg Medizi- 
nische Fakultat, Heidelberg, Baden, Germany, 1890; clinical 
professor of psychiatry, Rush Medical College; member of the 
American Neurological Association; past president of the 
Chicago Neurological Society; senior attending neurologist to 
the Michael Reese Hospital, attending alienist and chief of 
staff, Cook County Psychopathic Hospital, consulting alienist, 
Chicago Lying-in Hospital; formerly attending alienist to the 
Sceleth Hospital, now known as the House of Correction Hos- 
pital; aged 68; died, Dec. 27, 1934, of coronary thrombosis. 

Edson Lowell Bridges ® Omaha; Omaha Medical College, 
1896; professor emeritus of medicine, University of Nebraska 
College of Medicine; past president of the Omaha Midwest 
Clinical Society; served during the World War; on the staff 
of the Nebraska Methodist Hospital and Deaconess Home; 
aged 60; died, Dec. 4, 1934, in Honolulu, Hawaii, of cerebral 
hemorrhage and pneumonia. 

Samuel Herman Lippitt ® Milwaukee; George Washington 
University School of Medicine, Washington, D. C., 1915; 
associate clinical professor of pediatrics, Marquette University 
School of Medicine; for many years on the staffs of the Mount 
Sinai Hospital and the Johnstown Emergency Hospital; aged 
48; died suddenly, Dec. 7, 1934, of myocarditis. 


Arthur Clark Dean ® East St. Louis, Ill.; Jefferson Medi- 
cal College of Philadelphia, 1917; member of the South Dakota 
State Medical Association and the American. Academy of 
Ophthalmology and Oto-Laryngology; fellow of the American 
College of Surgeons; served during the World War; aged 47; 
died, Dec. 1, 1934, in St. Mary’s Hospital. 

John Johnston Singer, Greensburg, Pa.; University of 
Pennsylvania School of Medicine, Philadelphia, 1902; member 
of the Medical Society of the State of Pennsylvania, the Ameri- 
can Roentgen Ray Society and the Radiological Society of 
North America; on the staff of the Westmoreland Hospital ; 
aged 55; died, Nov. 30, 1934. . 

Mason Hamilton Brawley ® Salisbury, N. C.; North 
Carolina Medical College, Charlotte, 1910; past president of the 
Rowan County Medical Society; served during the World War; 
aged 51; on the staff of the Rowan General Hospital, where he 
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died, Nov. 26, 1934, of internal injuries received in a fall down 
an elevator shaft. 

John Hendren Bell ® Staunton, Va.; University of the 
South Medical Department, Sewanee, Tenn., 1909; member of 
the American Psychiatric Association; served during the World 
War; formerly superintendent of the State Colony for Epileptics 
and Feebleminded; aged 51; died, Dec. 9, 1934, of coronary 
thrombosis. 

Hiram Davis Lawhead, Woodland, Calif.; Cooper Medical 
College, San Francisco, 1883; member of the California Medical 
Association; past president of the Yolo-Colusa-Glenn Society 
for Medical Improvement; formerly on the staff of the Wood- 
land Clinic Hospital; aged 82; died, Nov. 29, 1934, of coronary 
occlusion, ; 

Gordon Moncrieff Dean, Baltimore; University of 
Aberdeen Faculty of Medicine, Scotland, 1927; instructor in 
urology, Johns Hopkins University School of Medicine; for- 
merly resident urologist at the Johns Hopkins Hospital; aged 
34; died, Dec. 16, 1934, in Fort Lauderdale, Fla., of brain 
abscess. 

Chauncey Eugene Tennant ® Chehalis, Wash.; Denver 
College of Medicine, 1894; Denver Homeopathic Medical Col- 
lege, 1897; member of the Colorado State Medical Society; 
member of the Western Surgical Association; fellow of the 
American College of Surgeons; aged 65; died, Nov. 14, 1934. 

Arthur Foote Kilbourne ® Rochester, Minn.; University 
of the City of New York Medical Department, 1883; member © 
of the American Psychiatric Association; aged 76; for forty- 
five years superintendent of the Rochester State Hospital, where 
he died, Nov. 30, 1934, of carcinoma of the gallbladder. 

Enoch T. Dunaway, Amarillo, Texas; University of Louis- | 
ville (Ky.) School of Medicine, 1893; member of the State 7 
Medical Association of Texas; on the staffs of the Northwest © 
Texas Hospital and St. Anthony’s Hospital; aged 74; died, © 
Nov. 26, 1934, following an operation for appendicitis. E 

William Munson Goodwin ® Newark, N. J.; College of © 
Physicians and Surgeons, Medical Department of Columbia 
College, 1894; on the staffs of St. Michael’s Hospital and the © 
Hospital of St. Barnabas and for Women and Children; aged © 
64; died, Nov. 21, 1934, of coronary thrombosis. 

Lemar Munger Andrews ® Warsaw, N. Y.; Cleveland ~ 
University of Medicine and Surgery, 1896; past president and 7 
secretary of the Wyoming County Medical Society; on the © 
staff of the Wyoming County Community Hospital; aged 63: 
died, Oct. 1, 1934, of coronary occlusion. 

Stephen D’Irsay, Paris, France; Medical Faculty of the 7 
Hungarian Royal University of Sciences Pazmany Péter, | 
Budapest, 1917; formerly associate in the history of medicine, 7 
Johns Hopkins University School of Medicine; died, Dec. 1, | 
1934, in the American Hospital. 

Lyman T. Reber, St. Louis; Beaumont Hospital Medical © 
College, St. Louis, 1889; formerly connected with the city | 
health department; aged 74; died, Nov. 15, 1934, of shock and | 
hemorrhage as the result of lacerations of the wrists, self | 
inflicted, and iodine poisoning. 

Watson Frederick La Rue Rodemann, Newark, N. J.; | 
Long Island College Hospital, Brooklyn, 1908; also a pharma- 
cist; served during the World War; commissioner of registra- | 
tion for the county of Essex; aged 57; died suddenly, Nov. 16, | 
1934, of coronary thrombosis. 

Marion Josephine Alexander ® Louisville, Ky.; Univer- 
sity of Louisville School of Medicine, 1928; on the staff of 
the J. N. Norton Memorial Infirmary; clinical assistant in 
medicine at her alma mater; aged 38; died, Nov. 19, 1934, of 
acute dilatation of the heart. 

Duncan Neil Maclennan, Toronto, Ont., Canada; M.R. 
C.S., England, and L.R.C.P., London, England, 1896; formerly 
assistant professor of ophthalmology, University of Toronto 
Faculty of Medicine; fellow of the American College of Sur- 
geons; died, Oct. 19, 1934, 

Frank Alfred Ireton, Bethel, Ohio; Medical College of 
Ohio, Cincinnati, 1906; formerly member of the school board 
of Bethel and Newtonsville; county health officer, 1919-1928; 
aged 55; died, Nov. 17, 1934, in the Bethesda Hospital, Cincin- 
nati, of tuberculosis. 

Royal Oscar Brown, Mount Morris, Ill.; Rush Medical 
College, Chicago, 1903; member of the Illinois State Medical 
Society; president of the Ogle County Medical Society; aged 
60; died, Dec. 15, 1934, in the Deaconess Hospital, Freeport, of 
coronary thrombosis. 

Ebenezer Knox Smith, Duluth, Minn.; McGill University 
Faculty of Medicine, Montreal, Que., Canada, 1923; member ot! 








wn 


the 

of 
rid 
tics 
ary 


ical 
ical 
ety 
od- 
ary 


of 
in 
or- 
ped 
‘ain 


ver 
ol- 
ty ; 
the 
134, 
sity 
ber 


ere 
lis- 


‘ate 
rest 


ied, | 


of 
bia 
the 


zed a 


and 
and 


the & 


ter, 


ine, & 


ical oe 
‘ity @ 


and 


self : 


na- § 


ra- 


er- 
of 


in § 


ol 


rly 
nto 
ur- 


ard 
28 ; 


ical 
cal 
xed 


of 


sity 
of 


the ; 


16, \ 





Yotume 104 
NuMBER 1 


the Minnesota State Medical Association; aged 64; died, Oct. 4, 
1934, in the Rochester (Minn.) State Hospital, of hypertension 
and cerebral infarct. 

James William Henson ® Richmond, Va.; Medical College 
of Virginia, Richmond, 1889; formerly associate professor of 
surgery at his alma mater; fellow of the American College of 
Surgeons; on the staff of the Retreat for the Sick; aged 71; 
died, Nov. 28, 1934. 

George William Kimball, Coulterville, Ill.; National 
Medical University, Chicago, 1896; also a dentist and druggist ; 
formerly village president and president of the board of educa- 
tion; aged 66; died, Nov. 19, 1934, of chronic interstitial 
nephritis. 

‘Alberle Hyacinthe Bellerose ® Rutland, Vt.; School of 
Medicine and Surgery of Montreal, Que., Canada, 1892; past 
president of the Rutland County Medical Society; on the staff 
of the Rutland Hospital; aged 68; died, Dec. 11, 1934, of heart 
disease. 

Emily G. Whitten Auge ® Philadelphia; Woman’s Medical 
College of Pennsylvania, Philadelphia, 1894; fellow of the 
American College of Surgeons; on the staff of the Woman’s 
Hospital; aged 57; died, Dec. 11, 1934, of heart disease. 

Stephen Tyler Parsons, Denver; College of Physicians 
and Surgeons of Chicago, School of Medicine of the University 
of Illinois, 1904; aged 74; died, Nov. 15, 1934, in St. Luke’s 
Hospital of bilateral pyonephrosis and diabetes mellitus. 

Charles Hopkins Rolston, Mount Clinton, Va.; Univer- 
sity of Virginia Department of Medicine, Charlottesville, 1884; 
for eight years member of the state legislature; aged 73; died 
recently, of injuries received in an automobile accident. 

George Russell King, Ann Arbor, Mich.; University of 
Michigan Medical School, Ann Arbor, 1933; assistant resident 
neurologist to the University of Michigan Hospital; aged 26; 
was killed, Nov. 23, 1934, in an automobile accident. 

Herman Trost Baldwin ® Newton, Mass.; Harvard Uni- 
versity Medical School, Boston, 1895; member of the New 
England Pediatric Society; on the staff of the Newton Hos- 
pital; aged 66; died, Nov. 25, 1934, in Orlando, Fla. 

Robert Bruce Meyer, Ann Arbor, Mich.; University of 
Michigan Medical School, Ann Arbor, 1933; resident derma- 
tologist to the University of Michigan Hospital; aged 26; was 
killed, Nov. 23, 1934, in an automobile accident. 

John Joseph McCabe ® Holyoke, Mass.; University of 
the City of New York Medical Department, 1893; on the staff 
of the Holyoke Hospital; aged 61; died, Nov. 13, 1934, of 
sarcoma of the neck and arthritis of the spine. 

Roy Gilbert Strong, Medina, Ohio; University of Buffalo 
School of Medicine, 1901; member of the Ohio State Medical 
\ssociation; served during the World War; aged 56; was 
found dead, Dec. 12, 1934, of angina pectoris. 

Robert Milligan, Ann Arbor, Mich.; University of Michi- 
gan Medical School, Ann Arbor, 1929; formerly instructor in 
neurology at his alma mater; aged 30; was found dead, Nov. 
28, 1934, of a self-inflicted bullet wound. 

George C. Wingate, Charlotte, N. C.; North Carolina 
Medical College, Charlotte, 1914; member of the Medical 
Society of the State of North Carolina; aged 52; died, Nov. 
19, 1934, in the Presbyterian Hospital. 

Herman Albert Voigt, Baltimore; University of Maryland 
School of Medicine and College of Physicians and Surgeons, 
Baltimore, 1927; aged 31; died, Nov. 12, 1934, in the Mercy 
Hospital, of bronchopneumonia. 

Norman Lucca Drake, Little Falls, N. Y.; University of 
the City of New York Medical Department, 1891; member of 
the Medical Society of the State of New York; aged 64; died, 
Dec. 2, 1934, of angina pectoris. 

William Robert Cate, Commerce, Texas; Epworth College 
of Medicine, Oklahoma City, 1909; member of the State Medical 
Association of Texas; health officer; aged 64; died suddenly, 
Oct. 18, 1934, of heart disease. 

Ernest D. Davis, Standardsville, Va.; Medical College of 
Virginia, Richmond, 1889; member of the Medical Society of 
Virginia ; aged 67; died, Dec. 3, 1934, in the University of Vir- 
ginia Hospital, University. 

Roderick Edwin Albright ® Allentown, Pa.; Jefferson 
Medical College of Philadelphia, 1896; on the staffs of the 
Sacred Heart and Allentown hospitals; aged 62; died, Nov. 
23, 1934, of myocarditis, 

_Lindsey William Scott, Willard, Ohio; Eclectic Medical 
College, Cincinnati, 1929; aged 41; on the staff of the Willard 
Municipal Hospital, where he died, Nov. 19, 1934, of splenec- 
tasis and hemorrhage. 
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Edgar Sharon Turner, La Follette, Tenn.; Lincoln 
Memorial University Medical Department, Knoxville, 1912; 
served during the World War; aged 50; died, Nov. 18, 1934, 
of lobar pneumonia. 

George Glasgo Turfley, Pittsburgh; Cleveland Medical 
College, 1879; member of the Medical Society of the State of 
Pennsylvania; aged 79; died, Nov. 17, 1934, of broncho- 
pneumonia. 

John Mays Clarke, Redondo Beach, Calif.; California 
Eclectic Medical College, Los Angeles, 1915; formerly mayor 
of Redondo Beach; aged 67; died, Nov. 24, 1934, of heart 
disease. 

Ambrose Chandler Bramlett, Oxford, Miss.; Hospital 
College of Medicine, Louisville, Ky., 1887; part owner of a 
hospital bearing his name; aged 83; died, Dec. 7, 1934, of heart 
disease. 

Patrick H. Casey, Baltimore; University College of Medi- 
cine, Richmond, 1900; aged 58; died in November 1934 at the 
— Hospital, Washington, D. C., of cerebral hemor- 
rhage. 

Henry Snow Morris, Nashville, Tenn.; Vanderbilt Univer- 
sity School of Medicine, Nashville, 1890; aged 67; died, Nov. 
17, 1934, of arteriosclerosis and cerebral hemorrhage. 

Albert Stealy, Charlotte, Mich.; Toledo (Ohio) Medical 
College, 1896; aged 72; died, Nov. 5, 1934, in the Carney- 
Wilcox Hospital, Alma, of cerebral hemorrhage. 

John Herrington Beynon, Napanoch, N. Y.; College of 
Physicians and Surgeons, Baltimore, 1888; aged 68; died, 
Oct. 20, 1934, in New Orleans, of heart disease. 

Samuel Mowbrey Hammond, St. Petersburg, Fla.; Yale 
University School of Medicine, New Haven, 1896; aged 64; 
died, Nov. 20, 1934, of coronary thrombosis. 

Walter Scott Sims, Jackson, Miss.; Medical College of 
Alabama, Mobile, 1881; on the staff of the Jackson Infirmary ; 
aged 80; died, Nov. 24, 1934, of pneumonia. 

Franz Grossman, Waterbury, Conn.; Independent Medical 
College, Chicago, 1897; aged 82; died, Oct. 10, 1934, of frac- 
ture of the right femur and pneumonia. 

Heath Ashby Dalton, Hillsville, Va.; Medical College of 
Virginia, Richmond, 1914; aged 45; died, Dec. 2, 1934, in a 
hospital at Staunton, of heart disease. 

Charles L. Steel, Three Forks, Mont.; University of Mary- 
land School of Medicine, Baltimore, 1882; aged 74; died 
recently, of cerebral hemorrhage. 

Sidney Prentice Phelps, Malone, N. Y.; University of 
Vermont College of Medicine, Burlington, 1898; aged 61; died, 
Nov. 17, 1934, of heart disease. 

Charles Lee Bond, Hartsfield, Ga.; Georgia College of 
Eclectic Medicine and Surgery, Atlanta, 1890; aged 68; died 
in November, of pneumonia. 

John Albert Sturges, Murrieta, Calif.; Rush Medical 
College, Chicago, 1876; also a druggist; aged 84; died, Nov. 
23, 1934, of heart disease. 

John Mack Darden, St. Louis; Barnes Medical College, 
St. Louis, 1904; formerly police surgeon; aged 53; died, Nov. 
15, 1934, of heart disease. 

Edward Green Sewell, Bunkie, La.; University of Louis- 
ville (Ky.) School of Medicine, 1895; aged 67; died, Oct. 13, 
1934, of angina pectoris. 

Job D. Orahood, Indianapolis; Medical College of Indiana, 
Indianapolis, 1884; formerly a druggist; aged 79; died, Nov. 
18, 1934, of myocarditis. 

Isaac Daniel Alger, Minneapolis; Harvard University 
Medical School, Boston, 1864; aged 90; died, Nov. 9, 1934, of 
bronchopneumonia. 

Carey Allen Burke, Los Angeles; Ohio Medical University, 
Columbus, 1895; aged 65; died, Oct. 7, 1934, of cerebral 
hemorrhage. 

Andrew J. Bowen, Portal, Ga.; Baltimore University 
School of Medicine, 1904; aged 55; died recently, of angina 
pectoris. 

Marcus L. Clark, Lynnville, Tenn.; Vanderbilt University 
School of Medicine, Nashville, 1879; died, Dec. 2, 1934, of heart 
disease. 

Oliver M. Heilig, Millcreek, Ill.; Barnes Medical College, 
Chicago, 1895; aged 65; died, Nov. 23, 1934, of carcinoma. 

J. T. Tichenor, Waterford, Ky.; Louisville Medical College, 
1893; aged 64; died, Nov. 17, 1934, of heart disease. 








64 QUERIES AND 


Correspondence 


TOTAL ABLATION OF THE THYROID 


To the Editor:—For a long time I have been interested in 
the relationship between thyroid activity on the one hand and 
cardiac insufficiency and angina pectoris on the other, and in 
discussions of patients at the Peter Bent Brigham Hospital 
and in published papers I have stressed the idea that myxedema 
was the acme of what is sought in cardiac therapy; namely, 
rest with incident decrease of cardiac work. A note of mine 
on a patient in the winter of 1925 states: 


A most interesting feature of this patient was the play between her 
chronic myocarditis and angina pectoris on the one side and her myxe- 
dema on the other. In the negative state of myxedema she had relatively 
few cardiac symptoms. 

In another place I have written: 


It is true that with an existing cardiac lesion, which may be either 
coincidental or caused by thyroid hypofunction, the decreased activity 
of so many body functions, as happens in myxedema, serves as a con- 
servative force so far as the circulation is concerned. To put it another 
way, the damaged heart . has less work to do so long as thyroid 
activity is considerably below a normal level [Rhode Island M. J, 8: 109 
(July) 1925]. A lowered metabolic activity from thyroid defi- 
ciency may be a conservative process, a form of cardiac rest, that is 
advantageous to the heart [ibid]. ‘ 

Still elsewhere has appeared: 


Were there not discomforts associated with myxedema, an induced 
myxedema might be considered an ideal measure for the treatment of 
angina pectoris, for the myxedematous patient actually by reason of 
the myxedema deports himself much as we advise for the patient with 
angina pectoris [Christian, H. A.: Monographs on Diagnosis and Treat- 
ment, Heart Disease, New York, Oxford University Press 3: 279, 1928.] 

With this background I have welcomed the brilliant initia- 
tive of Drs. Blumgart and Berlin at the Beth Israel Hospital, 
Boston, and of Drs. Levine and Cutler at the Peter Bent Brig- 
ham Hospital, where my own clinic is, which has demonstrated 
that an artificially induced myxedema will have the same con- 
servative influence on cardiac insufficiency and angina pectoris 
as had been observed and noted in natural myxedema. 

It is well, too, to emphasize that natural myxedema is a 
disease which among other disturbances has been observed to 
be accompanied by evidences of myocardial insufficiency and 
coronary sclerosis with angina pectoris easily activated by too 
large a dose of thyroid, and so it behooves those in charge of 
cardiac patients with induced myxedema to be ever cautious 
to maintain those patients between the Scylla of the effects of 
cardiac overactivity and the Charybdis of the very real dis- 
comforts and disabilities of myxedema, a thing found to be 
very difficult of accomplishment in natural myxedema and 
already observed not to be easy in induced myxedema in 
patients with cardiac insufficiency or angina pectoris: 


These several factors enter into the treatment of hypothy- 
roidism with cardiac disturbances to render it a most fascinating problem 
in therapeutics, and one which requires good clinical judgment and keen 
diagnostic ability to solve, whether we are dealing with the problem of 
angina pectoris in the myxedematous patient, a coincident cardiac insuffi- 
ciency in myxedema or a true myxedema heart [Christian, H. A.: Mono- 
graphs on Diagnosis and Treatment, Heart Disease, New York, Oxford 
University Press 3: 283, 1929]. 

I feel very sure that the care of those cardiac patients with 
artificially induced myxedema will require no less skill in their 
management. It is to be remembered that some of the disa- 
bility of myxedema may require much time for its full develop- 
ment; sufficient time may not, as yet, have elapsed for the 
patients in whom myxedema has been induced to develop the 
full effects of the thyroid deficiency, a deficiency that can be 
replaced only in part by thyroid feeding, since the cardiac dis- 
turbance, which has led to the complete surgical removal of 
thyroid tissue, inevitably will hamper full restitution to a 
normal level. At best these cardiac patients will have more 
or less myxedema; if considerable myxedema must exist, then 
the patient may develop anemia, or accumulations of fluid in 


Journ. A. M. A. 
Jan. 5, 1935 
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serous cavities, or more coronary arteriosclerosis, all of which 
are seen in natural myxedema and which in themselves burden 
cardiac function. It is only fair to assume that they may 
develop such disturbing factors and that these things will 
limit the applicability and the effectiveness of this new method 
of treating cardiac disease to a relatively small group of 
patients. Removing thyroid tissue has no known influence on 
the pathologic changes in the heart, which have been the funda- 
mental cause of cardiac disability; by nature they are pro- 
gressive, another hampering influence to the therapeutic 
effectiveness of thyroid ablation in cardiac disability. All of 
this must be taken into account in evaluating total ablation 
of the thyroid in the treatment of cardiac decompensation and 


of angina pectoris. Henry A. CuristiaAn, M.D., Boston. 





Queries and Minor Notes 


ANONYMOUS CoMMUNICATIONS and queries on posta! cards will not 
be noticed. Every letter must contain the writer’s name and address, 
but these will be omitted, on request. 


DIAGNOSIS OF CHOLECYSTITIS 


To the Editor:—A white married woman, aged 26, complains of nausea 
and vomiting. The attacks recur about every month or six weeks, o1 
oftener if she eats meats and fatty or acid foods. She has burning pain 
in the epigastrium but does not have the severe pain of gallstone colic 
or an acute pancreatitis. She is free from symptoms between attacks, does 
her own housework and feels good. She has learned to live on a bland 
diet consisting largely of bread and milk. She has one living child, 
5 years of age, who has gastro-intestinal attacks followed by a pale 
yellowishness of the skin, which clears up in one or two days. One 
other child born nine years ago died at six weeks, cause unknown. She 
had a bilateral salpingectomy and appendectomy four years ago. She has 
been treated occasionally for anemia for the last five years and the 
present complaint dates back one year. She is 5 feet 3 inches (160 cm.) 
tall and weighs 130 pounds (59 Kg.). She appears well nourished and 
there has been no loss of weight. The skin is a pale lemon yellow and 
the conjunctiva is slightly tinted. The head and chest are essentially 
normal and there are no heart murmurs. The liver is palpable about 
one fingerbreadth below the costal margin and is slightly tender over 
the gallbladder region. There is considerable tenderness in the epi- 
gastrium in the midline. The spleen is palpable but not tender, about 
two fingerbreadths below the costal border, and smooth. There is a 
midline scar below the umbilicus. The physical examination is normal 
otherwise. The Wassermann and Kahn tests are negative and no 
malarial parasites have been found. The blood count shows 2,600,000 
red blood cells, with 55 per cent hemoglobin. There is much anisocytosis, 
hardly any two cells the same size, but no poikilocytes or nucleated reds. 
The white count shows 8,000 cells, with 63 per cent polymorphonuclears, 
30 per cent small lymphocytes, 4 per cent large lymphocytes, 2 per cent 
transitionals, and 1 per cent eosinophils. Gastric analysis shows 43 
points of free hydrochloric acid and 60 points of total acids. On account 
of the mild jaundice it was thought best to do a gastro-intestinal study 
instead of a cholecystography. The stomach is rather low for the amount 
of fat the patient apparently has in the abdomen. The stomach is cow 
horn shaped, of normal size, with no filling defects or notches, and did 
not show any peristalsis while being observed under the fluoroscope. It 
is freely movable, and by palpation a normal duodenal cap was observed, 
but the progress through the duodenum and first part of the jejunum was 
slower than the average. At this time a shadow appeared in the region 
of the gallbladder, which filled with barium sulphate. It was also present 
on the films. It is about twice as dense as the average cholecystogram 
in a normal gallbladder and no stones were visible. The stomach was 
completely empty in five hours, and the head of the meal had reached 
the transverse colon but the gallbladder shadow remained. However, 
the gallbladder shadow had disappeared by the next morning. I should 
like to ask as to the most probable diagnosis and the proper management 
and treatment in such a case. I have considered cholecystitis, chronic 
hemolytic jaundice and pernicious anemia, but the latter two are not 
consistent with the high hydrochloric acid. Neither can I think that a 
cholecystitis, with or without stones, could give rise to an anemia of this 
grade. If the anemia can be improved, would it do the patient any good 
to remove that gallbladder? Please omit name. M.D., Missouri. 


ANSWER.—The symptoms enumerated are quite compatible 
with chronic cholecystitis with or without stones or hemolytic 
icterus. As expressed in the question, pernicious anemia must 
be considered because of the high grade anemia and high color 
index. However, the presence of free hydrochloric acid speaks 
against it even though sporadic reports of pernicious anemia 
with free gastric acidity have appeared in the literature. The 
digestive disturbances can well fit in with calculous cholecystitis 
even in the absence of colic. A cholecystogram revealing either 
a nonfilling gallbladder or negative shadows will be of consider- 
able value. The large shadow resembling a gallbladder, obtained 
with a barium meal, may be a diverticulum of the duodenum 
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due to traction by adhesions between the gallbladder and the 
duodenum or a congenital diverticulum in the third portion of 
the duodenum, a favorite location. The _ interesting facts in 
the relation of the symptoms are the anemia, yellow tint, slight 
liver enlargement, although the size of the latter is within 
normal range, and the definite splenic enlargement. It is neces- 
sary for proof to do a fragility test on the red blood corpuscles. 
lf there is increased fragility, the diagnosis of hemolytic icterus 
is definite. The association of the latter with calculous chole- 
cystitis is well known. If this is the case, transfusions followed 
by splenectomy is the cure. The gallbladder disease can be 
considered later. It is further interesting to consider the possi- 
hility of hemolytic icterus in the child, as the condition is 
frequently familial. 


FRACTURE OF CERVICAL VERTLBRA 

To the Editor:—1. A boy, aged 16, with a fracture of the fifth cervical 
vertebra, has slight anterior displacement of the fracture portion. The 
vertebrae are in good alinement. There was no evidence of nerve 
injury. He is in a helmet type plaster cast. How long should this cast 
he left on? What is the after-care when the cast is removed? Should 
he be permitted to play basketball or other games later? If so, how soon. 
2. A man, aged 78, had a fracture of the bodies of the third, fourth and 
fifth cervical vertebrae. The spines of the third and fourth are displaced 
markedly posteriorly. He has no displacement of the vertebra, however. 
He had some involvement of the nerves in his arms, which has since 
cleared up. How long should be the period of immobilization? He has 
the same type of a cast on and is up and about. Please omit name. 


M.D., Wisconsin. 


ANswER.—l. In cases of fracture of the bodies of the cervical 
vertebrae, if the alinement is good and there is no evidence of 
nerve injury, conservative treatment includes complete immo- 
bilization, perferably in bed, for from four to six weeks. 
Immobilization with a plaster cast of the type described is then 
recommended for a period of at least six more weeks. lif 
the helmit type of plaster cast is worn during this period of 
six weeks, it is advisable to graduate the patient from this to 
a collar made of plaster or reenforced cardboard, which can 
be worn for the final three weeks. Exercises that might include 
sudden or violent movements of the head are contraindicated for 
at least six months. 

Physical therapy, consisting of heat and massage and care- 
fully supervised exercises, may be recommended and aids in the 
recovery of strength in the muscles of the neck. Participation 
in competitive sports of any kind for a period of one year follow- 
ing the injury is unwise. If at the end of that time a roentgeno- 
gram shows a Satisfactory appearance of the spine at the site 
of the fracture, if the patient has no disability or discomfort 
and if the range of motion is normal, restrictions with regard 
to activity may be withdrawn. 

2. Fractures of the cervical spine in elderly persons, even 
without involvement of the spinal cord or nerve roots, may be 
expected to result in some permanent disability. This may 
consist of stiffness and pain in the neck and, not infrequently, 
pain along the course of the nerves the roots of which emerge 
at the site of the fracture. When there are three fractured 
vertebrae and the patient is 78 years of age, immobilization 
should be continued for a total period of three months. 

Some delay in the healing of the fracture in elderly persons 
can be expected. The end results in fractures of the cervical 
spine without spinal cord injuries or involvement of the nerve 
roots, and without dislocation, should be satisfactory. Not 
infrequently the fractured vertebral bodies fuse together, pro- 
ducing slight but painless limitation of motion. 





EPINEPHRINE OUTPUT AFTER INSULIN 


To the Editor:—In an editorial comment in THE JourNaL, June 23, 
page 2108, there appeared the statement “It was shown that an increase 
in the output of epinephrine occurred after the administration of 
insulin.” Will you kindly cite the references on which this observation 
is based, as well as any evidence to the contrary? What means were 
used to demonstrate such an increase? Are there any clinical mani- 
festations following the injection of insulin that may be attributed to 
this increased secretion of epinephrine? Relevant references concerning 
clinical or experimental data would be appreciated. Kindly omit name. 


M.D., Philadelphia. 


_ ANSWER.—That insulin hypoglycemia brings about an increase 
in the secretion of epinephrine was shown experimentally by 
Cannon, McIver and Bliss (Am. J. Physiol. 69:46 [June] 1924). 
As the sugar concentration falls after insulin injection, a critical 
point is reached (between 70 and 80 mg. per hundred cubic centi- 
meters of sugar in normal cats) at which the discharge of 
epinephrine is at a maximum. Removal of both suprarenals or 
removal of one and denervation of the other before giving the 
insulin results in a progressive drop in blood sugar without 
augmentation of the epinephrine in the blood. That suprarenal- 
ectomized animals are very sensitive to insulin has been shown 
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(Lewis: Compt. rend. Soc. de Biol. 89:1118, 1923. Hallion and 
Gayet, ibid. 92:945 [April 3] 1925. Barnes and others: Proc. 
M. V. 31:524, 1934). On the other hand, C. F. and Gerty T. 
Cori (J. Biol. Chem. 74:473 [Sept.] 1927) concluded from 
experiments with suprarenalectomized mice that the epinephrine 
is not responsible for mobilization of carbohydrate from the liver 
during insulin hypoglycemia. 

The indicator of suprarenal activity in this study was the 
denervated heart: both stellate ganglions are removed and both 
vagi sectioned. Under fasting conditions an increase in epi- 
nephrine concentration in the blood results in an acceleration 
of the rate of the denervated heart. The denervated iris has 
also been used as an indicator of changes in epinephrine con- 
— (Abe: Arch. f. exper. Path. u. Pharmakol. 103:73, 

24). 

The rapid pulse, pallor, sweating and dilatation of the pupils 
observed in insulin hypoglycemia are indications of sympathetic 
autonomic activity just as is suprarenal secretory activity. It 
is difficult to say to what extent the symptoms of insulin hypo- 
glycemia are due to increased secretion of epinephrine or are 
influenced by it. 


REINFECTION WITH TUBERCULOSIS 


To the Editor:—A number of the staff members of the institution 
with which I am connected have been interested in a question of some 
importance in a sanatorium for tuberculosis. Consultation of the litera- 
ture has given contradictory results. What is the latest authoritative 
opinion as to the danger of one patient with pulmonary tuberculosis 
being further infected as the result of prolonged intimate contact (in 
the same room) with another patient with positive sputum, who is 
careless about covering his mouth when coughing and is not careful in 
disposing of his sputum? Is there much danger of increased tuberculous 
infection, or secondary infection, being carried from one tuberculous 
patient to another? Please omit name. M.D., Colorado. 


ANSWER.—Experimentally, it is possible to contaminate an 
animal with tubercle bacilli for the first time and obtain a 
reaction that is not specific. On subsequent reinfection inocu- 
lations, a specific reaction does occur. There is almost as much 
difference between the foci of disease which result from the 
two inoculations as though one were dealing with two different 
disease entities. 

In the human body the same difference in reactions to first 
infection and reinfection with tubercle bacilli may be observed 
through x-ray films, laboratory and clinical examinations, and 
at the postmortem table. The first infection nearly always 
results in a very benign lesion. The reinfection type of lesion 
is benign in some cases but causes nearly all of the illness and 
death from tuberculosis in the human family. Whether this 
reinfection is due to exogenous or to endogenous sources of 
tubercle bacilli is a subject that has been discussed at great 
length. Most students of this subject are of the opinion that 
it may be produced by either. The destructiveness of the 
reinfection with tubercle bacilli is dependent on the presence 
of allergy. Whether the tubercle bacilli escape from a previously 
existing focus or whether they are taken into the body through 
the common portals of entry makes little difference, since both 
are capable of producing tuberculoprotein, which in the presence 
of allergy is a deadly poison. 

The high percentage of persons living in homes where an 
open case of tuberculosis exists, who later develop clinical 
tuberculosis is apparently good evidence that exogenous rein- 
fections are of considerable significance. The more intimate 
the contact, the more frequent the clinical cases. Barclay 
(Am. Rev. Tuberc. 26:192 [Aug.] 1932), for example, showed 
that approximately 27 per cent of the persons who sleep in 
the same beds as tuberculous patients later develop clinical 
tuberculosis. Recent studies on conjugal tuberculosis are also 
convincing. When sufficiently large numbers of consorts of 
tuberculous patients have been carefully examined with modern 
diagnostic aids and have been observed over sufficiently long 
periods, clinical disease develops in an alarmingly high per- 
centage, statements to the contrary notwithstanding. Recent 
reports have shown that approximately from 10 to 50 per cent 
of such consorts develop demonstrable lesions. 

For years patients who had clinical pulmonary tuberculosis 
have asked the question whether they might develop more tuber- 
culosis through close association with fellow tuberculous patients 
in sanatoriums. The answer of the medical directors of these 
institutions was almost invariably to the effect that the person 
who has tuberculosis cannot get more through exposure. On 
what evidence such an answer was based is now hard to 
determine. 

Today it is known that over a period of years the multiple 
reinfection type of tuberculous lesions appears in the same body. 
In fact, it is a common experience to see the patient with tuber- 
culosis in only one lung at some subsequent time have a lesion 
appear in the opposite lung. Whether this lesion is from 
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exogenous or endogenous sources cannot possibly be determined 
by present methods. Therefore, whatever is said about them 
in this respect must be largely a matter of opinion. 

From the reports of Shaw (Quart. J. Med. 2:179 [April] 
1933) and others on patients treated by sanatorium routine 
alone and traced approximately ten years later, one is led to 
wonder what effect reinfections from fellow patients had on 
the appearance of new lesions and the ultimate death of such 
a high percentage. When one realizes that, when artificial 
pneumothorax is instituted on the side of the only demonstrable 
lesion, a frequent complication is appearance of the disease in 
the opposite lung, again one wonders what part reinfections 
from fellow patients played. 

Such students as Ronzoni, Brown, Opie, Harbitz, Webb, 
Rist (Bulletin of the International Union Against Tuberculosis 
4:97 [April] 1927) and many others admit that exogenous 
reinfection occurs. Some are of the opinion that it occurs 
rarely; others believe that approximately 50 per cent of the 
cases of clinical tuberculosis are due to bacilli from exogenous 
sources. Therefore the exposure of one tuberculous patient 
to another in the same room or ward certainly is not entirely 
without danger. 


BURNING OF HANDS AND FEET 

To the Editor:—A woman, aged 80, unmarried, has complained of 
intense burning of her feet and hands for nearly a year, the condition 
being exaggerated in warmer weather and after taking warm baths. The 
area complained of extends upward about 3 inches on the arms and 
legs, on the two sides alike. Examination reveals a diminution of the 
sense for sharp and dull over the whole body. Hot and cold are per- 
ceived normally. The dorsalis pedis arteries of both feet are normal. 
The superficial veins of the feet and hands are noticeable but not large. 
No varicosities of the leg veins have been observed. The color of the 
skin is normal, and the temperature of the extremities seems to be the 
same as that of the body even when the paroxysms of burning are pres- 
ent. The general health is good; there are no headaches, dizziness or 
general aches and pains. The blood pressure is 120 systolic and 60 
diastolic, the pulse regular and the temperature normal. The blood 
count is within normal limits. The urine is normal. The Wassermann 
reaction was not taken. The weight is 90 pounds (41 Kg.); the patient 
states that this weight has obtained for several years without much 
fluctuation. The reflexes are normal. Appetite and elimination are 
good. At times the patient cannot tolerate any hose on the feet, and 
frequently she goes barefooted. Even at night the weight of a thin 
sheet causes discomfort. Treatment for the past two months has con- 
sisted of warm and cold contrast baths to the extremities, massage with 
alcohol, and fluidextract of ergot, 10 drops three times a day. Some 
relief was noted at first but was only temporary. During the hot 
weather, benefit was obtained by using cool water, to which she added 
a small quantity of vinegar. Kindly advise as to the possible diagnosis 
and further treatment in this case. Please omit name. 

M.D., Indiana. 


ANSWER.—The observations in this case would apparently 
rule out thrombo-angiitis obliterans, Raynaud’s disease and 
erythromelalgia. The age is above that at which so-called 
acroparesthesia usually begins, but this disorder is obscure and 
may well be the best diagnosis. A gradual occlusion of the 
finer vessels is probably the basis of the sensory disturbance. 
In this case it would be well to try vasodilators such as fre- 
quent doses of glyceryl trinitrate or rather large doses of theo- 
bromine sodiosalicylate. Frequent examinations of the blood 
and reflexes should be made to rule out a beginning pernicious 
anemia in which cord changes are developing. A gastric anal- 
ysis for free hydrochloric acid would be of interest. 


SKIN GRAFTING 
To the Editor:—I have a patient whose thumb was cut off across the 
proximal phalanx with a rope. I do not wish to sacrifice the length of 
his thumb to get skin to cover the end, so I think I will need to skin 
graft it. What type of skin grafting would you suggest to leave the 
least painful scar? Please do not publish my name. M.D. Texas. 


ANSWER.—Ordinarily with a clean wound immediate graft- 
ing of full thickness skin is indicated and usually successful. 

In this instance, in which some time has elapsed and granu- 
lation tissue has formed, the edges of the skin should be fresh- 
ened and the granulation tissue pared down to a fibrous healthy 
bed. A full thickness skin graft may be cut from the inner 
side of the thigh or from the abdomen, all of the fat being 
carefully removed and only the skin being left. This graft 
should be fitted carefully to the defect in the end of the finger 
and the edges sutured with fine silk to the skin, with no extra 
skin and no tension. The graft should be covered with fluffed 


gauze or a sterile rubber sponge to maintain slight pressure over 
it. The dressings should not be changed for a week ordinarily 
and then the stitches removed and redressed until thoroughly 
healed. 

In case of failure due to infection or a poor bed of tissue a 
split skin or Thiersch graft will more easily grow, although 
it is not so satisfactory. 


Jour. A. M. A. 
Jan. 5, 1935 
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SPOROTRICHOSIS IN DOGS 


To the Editor:—A wire-haired fox terrier was presented for treatment 
of an abrasion of the left shoulder, which the animal had been scratching 
almost constantly. During examination a pea-sized, flattened swelling 
was noted adjacent to the abrasion but was not regarded as being impor- 
tant. The abrasion healed in a week and the animal had ceased to 
scratch, but a new crop of small swellings appeared. They were 
sharply circumscribed, deep hard lumps showing no tendency to break 
down or disappear until about fifteen days old, when a few did open, dis- 
charging a thick, dark fluid. The rest gradually receded. During this 
time, however, subsequent series of swellings appeared, radiating from 
the first one, following irregular lines along the abdomen, back and 
especially on the limbs, hitherto unaffected, until one hind leg was swollen 
to twice its normal size. The swellings were cold and painless, deeply 
situated, and each series seemed to be more severe than its preceding 
series. Local antiseptics and surgical treatment did not seem to help in 
any way. No organisms could be found in smears and there were no 
skin parasites present in or around the lesions. Two 10 cc. doses of 
metaphen were given four days apart by the intravenous route. Each 
dose was followed by rapid improvement of two days’ duration, after 
which the swellings again appeared. As I had observed the effect of 
metaphen on molds during research work, a fungous infection was sus- 
pected and daily doses of potassium iodide, 25 grains (1.6 Gm.) were 
administered. The swellings subsided entirely after the fifth day and no 
more appeared. The administration of potassium iodide was continued 
for two weeks, after which the animal was to be discharged. The 
duration of the disease prior to iodide treatment was ten weeks. The 
owner of the animal, insisting on a diagnosis, was told that the disease 
resembled sporotrichosis in man, on which he became alarmed about the 
possibility of his family contracting the disease. Is this likely to 
occur? Can the animal be discharged as cured with assurance that the 
disease will not recur? To my knowledge this disease has not been 
reported in canine pathology but has been reported in horses. I will 
greatly appreciate any information you can offer. 

ALFRED KissiLerF, V.M.D., Flourtown, Pa. 


ANSWER.—Sporotrichosis of dogs has been reported in France 
by Cougerot and Caraven but so far has not been recognized 
in this country. The fox terrier’s ailment as described seems 
to resemble closely sporotrichosis as seen in man; but, while 
affected dogs may present skin lesions similar to those observed 
in man, the canine disease accordingly to Hutyra and Mareck 
is usually associated with inflammation of the bones and joints, 
leading to deformity. Nodules may form internally, causing 
symptoms of peritonitis. Since sporotrichosis can be transferred 
from animal to animal or to man by contract with infectious 
material, it is unfortunate that cultural methods were not 
employed in an effort to determine definitely whether or not the 
dog in question had sporotrichosis. 

If the disease is sporotrichosis, it is possible that persons in 
contact with the affected dog may contract the disease. How- 
ever, infection of human beings by dogs suffering from para- 
sitic skin diseases is a rarity, though ringworm of cats can be 
transmitted. As for the probability of recurrence, even without 
reexposure to the original source, one cannot hazard an opinion. 


EPIDERMOLYSIS BULLOSA 


~ 


To the Editor:—A girl, aged 7 years, has had since infancy large, 
slightly raised, red, indurated, ulcerous, pustular lesions, which tend to 
heal very slowly and are at times covered by a thin crust. The ulcers 
are shallow. The lesions are located on the trunk and extremities, par- 
ticularly on the legs. Usually three or four months is required for their 
healing. Several lesions were present for two years. Most of the 
lesions are about the size of a quarter (24 mm.). An injury anywhere 
to the skin is likely to result in a slowly healing, indolent lesion such 
as described. Ten per cent ammoniated mercury ointment seems to be of 
some benefit. Lesions did not develop at the sites where a Pirquet test 
was made or at sites where blood for a Wassermann test and for a white 
cell count was drawn. The patient at one time ‘‘lost’”’ all her finger nails. 
The child is mentally alert, bright in school, and plays actively like other 
children. The white blood cell count was 15,400; urinalysis showed 
nothing abnormal other than a grade 1 albumin. The Pirquet and 
Wassermann tests were negative. General physical examination reveals 
nothing other than is already recited. The patient has red hair. What 
is the diagnosis of this case, the prognosis, the etiology of the disease, 
and the treatment? Would autogenous vaccine be of any help here, 
or would the intravenous administration of a substance such as dilute 
hydrochloric acid, to raise the opsonin index, be of value? Would 
solution of potassium arsenite be of benefit? The lesions are tender to 
palpation. I will be grateful for any help or suggestions received. 
If published in THe Journat, kindly omit name. M.D., Illinois. 


ANSWER.—This case is most probably one of epidermolysis 
bullosa. The lesions usually follow injury, and the changes 
described most probably resulted from secondary infection of 
the injured sites. The disease rarely disappears, although in 
a few instances the activity of the process has diminished at 
puberty, and the skin becomes more resistant to injury. The 
condition is usually congenital and hereditary, and its occur- 
rence in different members of a family over several genera- 
tions has been noted. Congenital absence of elastic tissue, a 
persistent thymus as a result of a congenital polyglandular 
syndrome, and a low grade inflammatory state associated with 
an angioneurosis have been suggested as etiologic factors. No 
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treatment thus far has had any specific effect on the process. 
Local protection to prevent injury to the vulnerable sites, with 
treatment as indicated to the injured areas, and the prevention 
of subsequent infection are used. Arsenic, calcium and viosterol 
have been used with indifferent results. It is not likely that 
autogenous vaccine or intravenous hydrochloric acid will have 
any special beneficial effect. Solution of potassium arsenite 
may be cautiously used. 


CYSTS OF THE BREAST 


To the Editor:—A married woman, aged 33, mother of two children, 
consulted me for a growth in the left breast. On examination I found 
it to be about the size and shape of a hen’s egg. Its surface was smooth 
and of an unusual hardness. It was movable and not attached to the 
skin. I advised removal of the growth. The patient objected to any 
operation. The mother of the patient had a growth in her breast at the 
age of 45 and a radical removal of the breast was performed ten years 
later. A well advanced carcinoma was present at the time of operation. 
Being a very poor surgical risk, she died a few hours after the operation. 
The patient consulted me again in three weeks. The growth had enlarged 
to the size of an orange. I decided that it was a cyst and asked permis- 
sion to drain it, since she would not consent to its removal. Consent 
was given and 8 ounces (236 cc.) of a rusty (not amber) colored fluid 
was aspirated. Of course, the cyst soon filled again. With her permis- 
sion it was opened and packed with sterile gauze. After ten days the 
gauze was removed but the cyst continued to discharge. In the mean- 
time another cyst developed. I insisted on its removal while it was still 
small. Consent was not given. The patient consulted a surgeon at 
Indianapolis, who advised her not to have the cysts removed but only 
drained. He assured her that by this treatment the cysts, in time, would 
disappear. I told the patient that the surgeon might be right but that 
the process was too slow and the results uncertain. The case is now in 
the hands of another local doctor. What I want to know is whether I 
was wrong in advising removal of the cysts with a family history of 
carcinoma in the background. What is the consensus regarding the 
treatment of such cases? I can quote several living authorities to back 
my stand. C. R. Exrers, M.D., Sheridan, Ind. 


ANsWER.—Incision and drainage of cysts for cystic disease 
of the breast is generally not an accepted procedure. The 
method was used many years ago but has been largely dis- 
carded. From the description it is evident that the patient is 
suffering from cystic disease of the breast. The danger of 
cystic disease of the breast is that it is frequently complicated 
by an epithelial neoplasia, the extent of which cannot be deter- 
mined clinically. It may be that the patient is suffering from 
purely cystic disease, but it is impossible from clinical exami- 
nation alone to rule out the presence of Schimmelbusch’s dis- 
ease or even of microscopic cancer. There are numerous 
examples in which breasts presenting this clinical setting are 
removed and prove to harbor beginning cancer microscopically. 
The fact that there has been cancer in another member of the 
family renders this possibility even more likely. There can be 
little difference of opinion on the importance of surgical 
removal, the extent of the operation to depend on the extent 
of the disease. 

ZINC 


IN WORKERS HANDLING 


CHLORIDE 


To the Editor :—Small, indolent boils without much inflammation or 
tenderness form about the hands and wrists of workers handling 65 
per cent (?) zinc chloride in an industrial plant. When handling the 
solid zinc chloride, the workers wear heavy rubber gloves. The drops 
and fumes of the zinc chloride come in contact with the bare skin while 
some heat or welding process is being used. Apparently no harm is done 
except when the zinc chloride comes in contact with minute or small 
scratches or abrasions. Following such accidents the hands are imme- 
diately washed and any such areas covered with campho-phenique or 
some petrolatum ointment. The sores and skin abscesses are very 
resistant to healing. I should like a fairly simple routine of prevention 
and one of treatment suggested. The workers apparently cannot prevent 
the minor scratches and abrasions in their other work and cannot wear 
Protective gloves during the process mentioned. Immediate mercuro- 
chrome and flexible collodion to the latter minute injuries has been 
suggested for prevention besides their present treatment. 

J. L. Atrp, M.D., Manhattan Beach, Calif. 


SKIN LESIONS 


ANSWER.—Zinc chloride is a powerful caustic and usually 
produces multiple lesions on the fingers, hands and forearms of 
workers who come in contact with it. An eschar is produced 
at the sites of contact. The surrounding skin looks macerated, 
rubs off easily, and leaves an underlying white and bloodless 
surface. There is little sign of local inflammation, and the 
lesions may or may not be painful. The wearing of gloves is 
the best method of prevention. The use of some one of the pro- 
tective creams applied to the hands may give partial protection. 
Treatment of the active lesions consist in removing the slough 
or eschar and filling the wound with sodium bicarbonate. A 
warm solution of sodium bicarbonate may also be used for a 
compress and then the lesion dressed with borated petrolatum, 
painted with mercurochrome or covered with metaphen in 
collodion. 
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IDIOPATHIC PRURITUS 


To the Editor:—A white man, aged 66, complains of crawling, itching 
sensations between the shoulder blades, on the scrotum, in the axillae 
and occasionally on the skin of the head. These began two years ago 
while he was working at carpentry and living in a railroad boarding 
house. The skin over the areas is of fine texture with no redness or 
visible marks of ‘irritation and parasites or eggs were not found. Daily 
baths and change of underclothes gives relief for a time. He feels 
all right if he goes to work after the bath, but if he relaxes in a chair 
at this time the itching sensations return in about an hour. He is not 
sensitive to wood or to pollens. In the winter the skin seems dry and 
the sensations increase if he goes without bathing for a few days. He 
uses a strong soap, which does not make the trouble any worse. If he 
works all day he feels all right and will sleep well. However, if he is 
idle the crawling sensation will become evident and he will become restless 
and weary. He has had no previous skin diseases or serious illnesses. 
There is no history of syphilitic infection. He has used a variety of 


treatments, most of which were given for a parasitic infestation. I have 
been unable to find any evidence of parasites. Please omit name. 
M.D., Iowa. 


ANSWER.—No urine report is given, so examination should 
be made for sugar and the blood sugar level should be deter- 
mined. In case of abnormal observations in either, the con- 
dition should be improved by regulation of the diet. The basal 
metabolic rate should be found and thyroid administered if 
needed. Some cases for which no explanation can be found 
are helped by the external use of some vegetable oil, such as 
olive oil. 





TREATMENT OF SYPHILIS 

To the Editor:—I would appreciate some information as to how to 
handle this particular case. A white man, aged 49, contracted syphilis 
at the age of 22, while with the marines. He was given at that time 
three courses of mercury rubs during a period of six weeks. He never 
had a skin eruption or any other symptoms of the disease. He was 
married at the age of 34 and has six children living and well. The 
wife also is living and well and neither she nor any of the children 
has a positive Wassermann reaction. In 1931 he hurt one of the testi- 
cles, which later gradually became rather large and during the following 
two years ulcerated three times. When he was seeking medical attention 
for this the blood Wassermann reaction was 4 plus. Since Janu- 
ary of this year he has received two courses of bismuth preparations and 
two courses of neoarsphenamine. The testicle is practically down to 
normal size. The problem confronting me is that the Wassermann 
reaction is still 4 plus on the blood, but since he feels physically and 
mentally well and his family are all Wassermann negative he does not 
favor taking any further treatments. What are his chances of later 
syphilitic manifestations physically or mentally? What type of treat- 
ment do you advise? Please omit name. M.D., Minnesota. 


ANSWER.—This question is answered in detail in Queries 
and Minor Notes in THE JouRNAL, Nov. 4, 1933, page 1500. 

More specifically, and with reference to this particular case, 
the inquirer should be certain that, in addition to the gumma 
of the testis, the patient may not also have cardiovascular or 
neurosyphilis. The spinal fluid should be tested immediately. 
If it is positive, treatment must be continued and modified with 
the idea of attacking the central nervous system involvement. 
If it is negative and if there are no clinical evidences of cardio- 
vascular syphilis or neurosyphilis, the patient should be treated 
continuously for a total period of two years with courses of 
an arsphenamine alternating with courses of a bismuth com- 
pound, with approximately six courses of each drug being given. 
In the absence of involvement of the cardiovascular apparatus 
or central system, and with this arbitrary amount of treatment, 
the persistently positive blood Wassermann reaction may be 
disregarded. 





SYPHILITIC AORTITIS 


To the Editor:—Please outline further types of antisyphilitic .remedies 
to be used for a woman, aged 42, with syphilitic aortitis and compensated 
aortic insufficiency. There are no other evident lesions. She has had 
full courses of arsphenamine, potassium iodide and sodium bismuth thio- 
The blood Wassermann reaction is still negative with alcoholic 
The Kahn reaction is 4 plus. Please 


M.D. 


glycollate. 
antigen, 4 plus with cholesterol. 
omit name. 


ANSWER.—As a rule it is unwise to start treatment of an 
aortitis with one of the arsenicals. The healing effect is so 
rapid that there is actually local profound change in the walls 
of the aorta, which, in healing, may result in so much con- 
traction that an actual insufficiency will be caused, a condition 
spoken of as a therapeutic paradox. In other words, the aortitis 
responds to the arsenical therapy, but in doing so an even more 
serious condition is brought on by the rapid healing, an aortic 
insufficiency. Consequently it is preferable in a case of aortitis 
to begin with intramuscular injections of a bismuth compound, 
for example, bismuth salicylate or potassium bismuth tartrate 
suspensions in oil, 0.1 Gm. intramuscularly once a week for a 
course of eight or ten injections. Accompanying this one might 
give 0.5 Gm. of potassium iodide three times a day. If the 
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patient stands this therapy well it might be possible to start 
in cautiously with neoarsphenamine, not arsphenamine, at least 
in the beginning. One should begin with an injection of 0.1 Gm. 
and gradually work up to a maximum of 0.45 Gm. in the male 
and 0.3 Gm. in the female, administered once a week. Other- 
wise there is danger of too rapid healing of the aortitis and the 
possibility of a paradox ensuing. Under such circumstances 
the response of an aortitis, if it has not gone too far, to therapy 
is excellent, and alternating courses of neoarsphenamine and a 
bismuth compound, each of ten injections, should be given in 
the form of continuous therapy; i. e., a course of neoarsphen- 
amine followed directly by a course of the bismuth compound 
and then by another course of neoarsphenamine, and so on 
until a period of at least two years of treatment has been 
given. While it may be interesting to make a blood Wasser- 
mann test, too much stress should not be laid on that. The 
factor of giving the patient so much treatment in two years 
would have far more bearing. Another thing that should be 
looked into carefully with all cases of cardiovascular syphilis 
is the possibility of an involvement of the central nervous 
system. Several different studies that have been recently made 
on cardiovascular syphilis have stressed the frequency of coin- 
cidental involvement of the central nervous system in some form 
of syphilis. 


EMETICS IN LOBAR PNEUMONIA 
To the Editor :—Some treatises recommend emetics, especially powdered 
ipecac, in children’s lobar and lobular pneumonia, on the basis of elimi- 
nation of the swallowed sputum, with consequent prevention of absorp- 
tion of toxins and perhaps microbes. Please explain if there is scientific 
ground on this’ procedure and, if so, what are the indications, contra- 
indications and by-effects? Kindly omit name. M.D., Brazil. 


ANSWER.—There is no scientific ground for this procedure 
in either lobar or lobular pneumonia. Consolidated lung can 
neither be coughed up nor vomited up, and swallowed sputum 
is safely taken care of by bowel action. It is only in spasmodic 
croup and possibly also in capillary bronchitis when a spasmodic 
element is present and coughing is ineffectual in dislodging 
accumulated mucus that emesis might be permissible to aid in 
the removal of obstructing material by means of the powerful 
chest compressions that accompany the vomiting, as well as to 
favor relaxation of the spasm of the air passages in the depres- 
sion succeeding the emesis. Marked weakness of the circulation 
contraindicates the use of emetics for this purpose. 


DIATHERMY IN FRACTURES 
To the Editor:—Will you kindly advise me the present-day opinion on 
the use of diathermy in the treatment of fractures, particularly with 
regard to its effect on callus formation? 
O. O. Freaster, M.D., St. Petersburg, Fla. 


ANSWER.—There are competent physicians who feel that 
diathermy is of real benefit in the treatment of fractures. 
Investigation has not established that diathermy hastens union 
or earlier callus formation or increased callus formation. In 
cases of delayed union, diathermy has been used without appre- 
ciable benefit. The administration of heat by diathermy in 
certain cases of painful, badly swollen fractures has been found 
of benefit in relieving pain and probably in hastening the relief 
of the swelling. Owing to the impaired circulation, great caution 
is necessary to prevent burning. Diathermy seems to be of little 
value in fractures, except for the relief of the symptoms. 


SCOPOLAMINE 

To the Editor:—I have a friend who was diagnosed as_ having 
encephalitis three years ago. At that time he was advised to take one 
one-hundredth grain (0.6 mg.) of scopolamine (hyoscine) hydrobromide 
three times a day. He has continued this ever since and increased it up 
to five doses a day. He says he gets very nervous and feels “crazy” 
when he fails to take a dose and that a feeling of well being occurs a 
few minutes after he takes the usual dose. He is anxious to stop this 
habit and consulted me. Please advise me as to the habit forming 
quality of this drug, the dangers of continued use, and suggestions as 
to a possible cure for the addiction. Please omit name. 

M.D., Arkansas. 


ANSWER.—If scopolamine hydrobromide were habit forming 
in its qualities, doubtless this would have come to the attention 
of physicians, since it has been in therapeutic use for many 
years. Sollmann states that scopolamine “has advantages over 
morphine by quieting the reflexes and by avoiding habit 
formation.” 

No deleterious effects have been described from its continuous 
use over periods of years. If this patient has sequelae of 
encephalitis that are relieved by the administration of this drug, 
it would seem quite proper to let him continue with it. 
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Should there be no reason for its continued administration, 
the drug may be withdrawn in diminishing doses over a period 
of a week or ten days. Sedative action may be supplied by 
the use of barbitals and wet packs or warm baths. The nutri- 
tional state of the patient and his general physical condition 
should be brought to its best possible level betore withdrawal 
is begun. 


EDEMA AFTER CIRCUMCISION 

To the Editor:—A man, aged 28, had a circumcision done under local 
anesthesia. The procedure consisted of injecting about 8 cc. of 1 per 
cent procaine hydrochloride (epinephrine) solution about the root of the 
penis and the mucous membrane of the prepuce, followed by a dorsal 
slit and removal of redundant prepuce. The ventral portion about the 
incision started to swell up following operation, forming a constriction 
ring proximal to the edematous portion. There has been slight reduction 
of the baggy edema with relief of the constriction, but the edema itself 
has persisted for six weeks now, in spite of heat applications. There is 
no infection or ecchymosis. I would welcome suggestions for relief of 
the edema. Please omit name. M.D., Mass. 


ANSWER.—Probably there has been some interference with 
the rather scanty blood supply to the skin and subcutaneous 
tissues in this region. It is probable that within a few weeks 
more this edematous condition will clear up with no treatment 
at all. Alternating applications of heat and cold may stimulate 
the circulation to absorb the edema. If the edema persists 
after a few more weeks, one might excise the larger part of 
the edematous area. If there is a redundance of foreskin with 
a narrow base, one should endeavor to free any pressure on 
this constricted portion. It is advisable that one use only 
0.5 per cent of procaine hydrochloride with not over 2 minims 
of epinephrine solution to the ounce for circumcisions. 


VACCINATION IN WHOOPING COUGH 


To the Editor:—A boy, aged 6 years, had whooping cough in May 
1934 and was given four injections of pertussis vaccine as furnished by 
the state health department. No reaction resulted other than local 
swelling or redness. August 22 he received the first dose of diphtheria 
toxoid (alum precipitated) and five days later was ill with an acute 
respiratory disorder, accompanied by fever and a generalized urticarial 
rash. This cleared in three days. I had understood that the toxoid 
had little or no protein in it and did not produce the protein reactions 
common to toxin-antitoxin administration. What is the relationship 
between the allergic reaction and the previous pertussis inoculation? He 
has had no other vaccines or serums and gives no history of hypersensi- 
tiveness. He is scheduled to have a second toxoid inoculation in one 
month. Should the regular dose be administered and, if so, is it likely 
that he will develop serum sickness again? Please omit name. 

M.D., New York. 


ANSWER.—It is quite likely that the pertussis vaccine was 
made from Bordet bacilli, grown on a culture medium made 
with blood other than human. As it is quite likely that the 
one injection of diphtheria toxoid (alum precipitated) will 
immunize the boy, it would be best not to give him any further 
injections of it. A potent pertussis vaccine made from Bordet 
bacilli grown on culture mediums made with fresh, defibrinated 
human blood is now on the market. Such vaccine does not 
sensitize. 


VIRCHOW’S GLANDS 
To the Editor:—Where are Virchow’s glands? 
L. A. Crowe ct Jr., M.D., Lincolnton, N. C. 


ANswer.—Virchow’s gland or glands is the lymph node or 
nodes behind the clavicular insertion of the left sternomastoid 
muscle near the termination of the thoracic duct at the junction 
of the left subclavian and internal jugular veins. Virchow 
called attention in 1849 (Die medizinische Reform, 1849, p. 248) 
and earlier to the fact that, in carcinoma in the abdomen, secon- 
dary growth not infrequently develops in these lymph nodes, 
and that in doubtful cases of abdominal tumors such secondary 
localization might be of great diagnostic help. 


KEITH’S LOW IONIC DIET 
To the Editor:—A patient of mine has a marked retention of fluid. 
She is on Keith’s low ionic diet. I should like to know whether there 


is a salt substitute that can be used without harm to this patient. 
M.D. 


ANSWER.—In using Keith’s low ionic diet, no salt or a salt 
substitute is used. The difficulty with vegetable salt for season- 
ing is the sodium ion present. In connection with this diet, 
potassium nitrate or potassium chloride may be given and used 
to season food. Potassium chloride is more palatable, but 
potassium nitrate is a better diuretic. It can be given in a 
dosage of from 5 to 10 Gm. daily. 
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FRACTURE OF CLAVICLE IN NEW-BORN 
To the Editor:—Will you kindly tell me the best method to treat a 
simple fracture of the clavicle in the new born, incident to birth trauma? 
How long is the usual time required for this type of fracture to heal? 
Kindly omit name. M.D., West Virginia. 


ANSWER.—The best method of treating a simple fracture of 
the clavicle in the new-born is to strap the shoulders back by 
means of figure-of-eight turns that include both shoulders after 
the axillae have been very carefully padded. The usual time 
required for healing is between ten and twenty-one days. 


RUBEFACIENT OINTMENT 


To the Editor:—-Will you please send me a formula for the prepara- 
tion of something approximating the composition of the commercial 
rubefacient ointments? It is necessary for me to have something that is 
cheap and still acts as a good mild counterirritant for colds, bronchitis, 
Even camphorated oil is expensive here. 

GEORGE H. Rue, M.D., Seoul, Chosen, China. 


and similar disorders. 


ANSWER.—The following rubefacient ointment might meet the 
requirements : 
Mustard Ointment 
Powdered mustard Pile AS ica eaten oe 16.0 Gm. 
MNES, (Ia ii wale oe eon ee a eee oe eee 30.0 ce. 
Mix and add 
Rosin cerate... 
Oil of turpentine. 


CeGuPraracknige EPO TeCeTTE TTT Uk 
ghar om arate > Pere err, os 


eer ene ee ee ee ee 35.0 Gm. 
WOM WAKs 5 ack ce ees Re aree SELON ° 15.0 Gm. 
i”: Sere et way ee ee ee he 50.0 Gm. 


SCLERODERMA OR RAYNAUD'S’ DISEASE 


To the Editor:—In connection with the reply to the M.D. from Ohio 
published in THe Journat, November 17, page 1558, under the title of 
“Scleroderma or Raynaud’s Disease,’’ may I call your correspondent’s 
attention to the recent report of Leriche and Jung: Le chlorure d’am 
monium dans la thérapeutique de la sclérodermie, Presse méd. 41: 104) 
(July 1) 1933, in which they report the successful treatment of two 
cases of extensive scleroderma following the use of daily administrations 
of 3 Gm. of ammonium chloride in combination with an acid forming 
(ketogenic) diet. 

The theory underlying the treatment is to increase the elimination of 
calcium following the physiologic acidosis. This the authors were able 
to demonstrate by means of calcium determinations on the urine and 
blood. It was interesting to note that the discontinuance of ammonium 
chloride and the ketogenic diet and the substitution of parathyroid extract 
previously used unsuccessfully caused the recurrence of symptoms, but 
a return to the acid diet and the administration of ammonium chloride 
caused the scleroderma to disappear again. 

It did seem that in a case in which the ultimate prognosis is so poor 
as in that described by the correspondent a trial of this method would 
be in order. However, in addition to the operative measures mentioned 
in your reply I think the question of a parathyroidectomy should be 


considered. Georce V. Kutcuar, M.D., San Francisco. 


PARANAVEL COLIC 
To the Editor :—In Tue JourNnaL, November 17, page 1562, is a request 
concerning the nature of paranavel colic so frequently encountered in 
children. In your discussion, little mention is made of one of the most 


common etiologic factors of this type of pain; i. e., throat infection. 
Dr. Joseph Brennemann of Chicago was one of the first clinicians in this 
country to call attention to the importance of the abdominal pain of throat 
infections in children. Following is a bibliography of Dr. Brennemann’s 
contributions to our knowledge of this most distressing symptom: 
The Abdominal Pain of Throat Infections, Am. J. Dis. Child. 22: 49 
(Nov.) 1921 
The Clinical Significance of Abdominal Pain in Children, Surg., Gyne 
& Obst. 34: 344 (March) 1922. 
Throat Infections in Children, Arch. Pediat. 42:145 (March) 1925 
“The Abdominal Pain of Throat Infections in Children’? and Appendi- 
citis, THE JourNAL, Dec. 24, 1927, p. 2183 
CLARENCE L. Lyon, M.D., Spokane, Wash. 


INCUBATION PERIOD OF RABIES 


To the Editor:—The question asked by M.D., South Carolina (THe 
JourNAL, December 1, p. 1726), is one that arises so frequently that I am 
venturing a comment. You are correct in regard to the incubation period 
of rabies in dogs. Also the policy advocated by the state laboratory 
director of South Carolina as to the ten days observation of biting dogs 
is correct. The apparent inconsistency referred to by the inquirer is 
explained by the fact that the saliva of an animal in the incubation stage 
of rabies does not become infectious until from two to five days before 
active visible clinical symptoms set in. Therefore the bite (or scratch) 
of a dog in the incubation stage is noninfectious, provided the animal 
remains free of symptoms for a period of ten days following the date of 
the bite. In such cases we have found seven days to be a sufficient period 
of observation of the biting animal. 

T. F. Sev_vers, M.D., Atlanta, Ga. 

Chief of Laboratories, State of Georgia, Department of Public Health. 
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Council on Medical Education 
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COMING MEETINGS 


ALABAMA: Montgomery, Jan. 7. Sec., Dr. J. N. Baker, 519 Dexter 
Ave., Montgomery. 

AMERICAN Boarp OF DERMATOLOGY AND SYPHILOLOGY: Written 
(Group B candidates). The examination will be held in various cities 
throughout the country, April 29. Oral (Group A and Group B candi- 
dates). New York, June 10. Sec., Dr. C. Guy Lane, 416 Marlborough 
St., Boston 

AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Written (Group 
B candidates). The examination will be held in various cities of the 
United States and Canada, March 23. Final oral and clinical examina- 
tion (Group A and Group B candidates). Atlantic City, N. J., June 
10-11. Group B application lists close Feb. 23 and Group A application 
lists close May 10. Sec., Dr. Paul Titus, 1015 Highland Bldg., Pittsburgh. 

AMERICAN Boarp oF OPHTHALMOLOGY: Philadelphia, June 8, and New 
York, June 10. Application must be filed at least sixty days prior to 
date of examination. Sec., Dr. William H. Wilder, 122 S. Michigan 
Blvd., Chicago. 

AMERICAN Boarp OF OTOLARYNGOLOGY: New York, June 8. Sec., 
Dr. W. P. Wherry, 1500 Medical Arts Bldg., Omaha. 

CaLiFoRNIA: Reciprocity. San Francisco, Jan. 16. Regular. Los 
Angeles, Feb. 4-7. Sec., Dr. Charles B. Pinkham, 420 State Office Build- 
ing, Sacramento. 

Cotorapvo: Denver, Jan. 18. Sec., Dr. Wm. Whitridge Williams, 
422 State Office Bldg., Denver. 

Connecticut: Basic Science. New Haven, Feb. 9. Prerequisite to 
license examination. Address, State Board of Healing Arts, 1895 Yale 
Station, New Haven. 

District OF CoLumBIA: Washington, Jan. 14-15. Sec., Commission 
on Licensure, Dr. W. C. Fowler, 203 District Bldg., Washington. 

ILLINOIs: Chicago, Jan. 22-24. Superintendent of Registration, 
Department of Registration and Education, Mr. Eugene R. Schwartz, 
Springfield. 

MINNESOTA: Minneapolis, Jan. 15-17. Sec., Dr. E. J. Engberg, 
350 St. Peter St., St. Paul. 

NATIONAL Boarp oF Mepicat EXAMINERS: Parts I and II. The 
examinations will be held in medical centers where there are five or more 
candidates, Feb. 13-15. Ex. Sec., Mr. Everett S. Elwood, 225 S. 15th 
St., Philadelphiz b 

NEBRASKA: Basic Science. Omaha, Jan. 8-9. Dir., Bureau of Exam- 
ining Boards, Mrs. Clark Perkins, State House, Lincoln. 

NEVADA: Reciprocity. Feb. 4. Sec., Dr. Edward E. Hamer, Carson 
City. 

New York: Albany, Buffalo, New York and Syracuse, Jan. 28-31. 
Chief, Professional Examinations Bureau, Mr. Herbert J. Hamilton, 
Room 315 Education Bldg., Albany. 

PENNSYLVANIA: Philadelphia, Jan. 8-12. Dir., Bureau of Professional 
Licensing, Mr. W. M. Denison, 400 Education Bldg., Harrisburg. 

Soutu Dakota: Pierre, Jan. 15-16. Dir., Division of Medical Licen- 
sure, Dr. Park B. Jenkins, Pierre. 

VERMONT: BurRLincton, Feb. 13-15. 
tration, Dr. W. Scott Nay, Underhill. 

Wasuincton: Basic Science. Seattle, Jan. 10-11. Medical. Seattle, 
Jan. 14-16. Dir., Department of Licenses, Mr. Harry C. Huse, Olympia. 

Wisconsin: Madison, Jan. 8-10. Sec., Dr. Robert E. Flynn, 401 
Main St., LaCrosse. 

Wyominc: Cheyenne, Feb. 4. Sec., Dr. W. H. Hassed, Capitol Bldg., 
Cheyenne. 


Sec., Board of Medical Regis- 


Pennsylvania July Examination 


Mr. W. M. Denison, director, Bureau of Professional licens- 
ing, reports the written examination held by the State Board 
of Medical Education and Licensure in Philadelphia, July 10-14, 
1934. Four hundred and thirty-four candidates were examined, 
425 of whom passed and 9 failed. The following schools were 
represented : 


eee Year Number 

School — Grad. Passed 
College of Medical Evangelists............ eee 2 
George Washington Univ. School of Med... (1932, 2), (1933, 6) 8 
Georgetown University School of Medicine. (1938), (1933, 12) 13 
Howard University College of Medicine..... (1897), (1933, 3) 4 
Loyola University School of Medicine..............(1934, 2) 2 
Northwestern University Medical School..............(1931) 1 
Rusk: Madical Cambeeis 60 csc scacceceuvedsiaekeou (1934, 3) 3 
State University of lowa College an eee (1932) 1 
University of Louisville School of Medicine.... . . (1933) l 
Johns Hopkins University School of Medicine. .(1932), (1933) 2 
University of Maryland School of Medicine and College 

of Physicians and Surgeons.. cine sna ee 4 
Boston University School of Medicine. pd aia aee ainia (1931) l 
Harvard University Medical School.....(1932,2), (1933, 3) 5 
Univ. of Michigan Medical School. .(1931), (1932), (1933, 5) 7 
Wayne University, College of Medicine............. (1934, 2) 2 
St. Louis University School of Medicine........... (1933, 6) 6 
Washington University School of Medicine............ (1931) ] 
University of Nebraska College of Medicine...... . (1932, 2) 2 
Columbia Univ. College of Phys. and Surgs. (1932), (1933) 2 
Cornell University Medical College............ (1932) l 
Long Island College of Medicine....... os sQaeae? 1 
New York University, University and Bellevue Hospital 

Medical College . . (1932), Sage 2 
University of Buffalo “School ‘of Medicine. (1928), sary 4 
University of Rochester School of Medicine...... 1983) 1 
Western Reserve University School of Medicine... (i835, 3 
Hahnemann Med. College and Hosp. of Philadelphia (1933, 48) 48 
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Jefferson Medical College of Philadelphia (1930), (1931, 2 


ee SR EDs 6 She Hie sin Wb Win bas 0:<'s;610b'e 00} Hon 00 60> 87 
Temple University School of Medicine. .(1932,8), (1933, 66) 74 
University of Pennsylvania School of Medicine (1931, 3) 

SE LEE AMD Cidiyhs Tas ye ole thie sc Ws BAAS $0 66.5 o\e.0.0.80 0 64 
University of Pittsburgh School of Medicine (1930), (1933, 57) 58 
Woman’s Medical College of Penna..(1931), (1932), (1933, 5) 7 
ee NIN Satis N5 55) bar cipip' 0410 0i1a'bis: amo (1933) 1 

Vanderbilt University School of Medicine............ (1931) 1 
University of Texas School of Medicine............ (1932, 2) 2 
gg ee ee eee (1933) 1 
Queen’s University. Faculty of Medicine............ (1926) 1 
McGill University Faculty of Medicine............... (1933) 1 
Université de Montpellier Faculté de Médecine....... (1932) 1 

. Year Number 

School ecu Grad. Failed 
Georgetown University School of Medicine........... (1933) 1 
Howard University College of Medicine.......... . (1933) 1 
Hahnemann Med. College and Hosp. of Philadelphia. (1933, 2) 2 
Jefferson Medical College of Philadelphia.......... 933, 2) 2 
Temple University School of Medicine............... 4933) 1 
University of Pittsburgh School of Medicine.......... (1933) 1 
University of Toronto Faculty of Medicine.......... (1932) 1 


Twenty-six physicians were licensed by reciprocity and 10 
physicians were licensed by endorsement from February 28 to 
August 31. The following schools were represented : 


Year Reciprocity 


School LICENSED BY RECIPROCITY Crea. with 
University of Colorado School of Medicine.......... (1926) Wyoming 
Howard University College of Medicine............ (1932) Missouri 
Loyola University School of Medicine.............. (1933) Illinois 


Indiana 


Indiana University School of Medicine......... . (1931) 
Maryland 


Johns Hopkins University School of Medicine. (1919), (1931) 
University of Maryland School of Medicine and 


College of Physicians and Surgeons............... (1928) Maryland 
Boston University School of Medicine.............. (1906) R. Island 
Detroit College of Medicine and Surgery............ (1931) Michigan 
University of Michigan Medical School............... (1920) Michigan 
University of Minnesota Medical School............. (1926) Minnesota 
Washington University School of Medicine........ (1923) Montana, 


(1926), (1932) Missouri 
Cornell University Medical College................. (1921) New York 
New York University, University and Bellevue Hos- 


eS a eee rere .(1931) New Jersey 


University of Buffalo School of Medicine. . ‘ (1931) New York 
Western Reserve University School of Medicine...... (1930) Ohio 
Hahnemann Medical College and Hosp. of Philadelphia (1933) Delaware 
Jefferson Medical College of Philadelphia.......... (1930) N. Carolina, 
(1931) Connecticut, New Jersey, Texas 
Temple University School of Médicine.............. (1932) N. Carolina 
University of Texas School of Medicine............ (1929) Texas 
Medical College of Virginia............-cccceeceess (1933) W. Virginia 
School LICENSED BY ENDORSEMENT — es aaa 
Tulane University of Louisiana School of Medicine. C1931) N. B. M. Ex. 
University of Michigan Medical School.......... (1933, 2)N. B. M. Ex. 


Columbia University College of Physicians and 


Surgeons (1931), (1933) N. B. M. Ex. 
Univ. of Pennsylvania School of Medicine. (1930), (1933, 2)N. B. M. Ex. 
Woman’s Medical College of Pennsylvania.......... (1927)N. B. M. Ex. 
Medical College of Virginia...................--.-(1933)N. B. M. Ex. 
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The Cyclopedia sf Medicine. George Morris Piersol, B.S., M.D., Editor- 
in-Chief, and Fives: L. Bortz, A.B., M.D., Assistant Editor. Chief 
Associate Editors. W. Wayne Babcock, A.M., M.D., Conrad Berens, 
M.D., P. Brooke Bland, M.D., Francis L. Lederer, B.S., M.D., and 
A. Graeme Mitchell, M.D. Volume X: PRE-RIB. Fabrikoic. Price, 
$120 per set of 12 vols. and index. Pp. 1,167, with illustrations. Phila- 
delphia: F. A. Davis Company, 1934. 

The Cyclopedia of Medicine. George Morris Piersol, B.S., M.D., Editor- 
in-Chief, and Edward L. Bortz, A.B., M.D., Assistant Editor. Chief 
Associate Editors: W. Wayne Babcock, A.M., M.D., Conrad Berens, 
M.D., P. Brooke Bland, M.D., Francis L. Lederer, B.S., M.D., and 
A. Graeme Mitchell, M.D. Volume XI: RIC-TEL. Fabrikoid. Price, 
$120 per set of 12 volumes and index. Pp. 1,111, with illustrations. 
Philadelphia: F. A. Davis Company, 1934. 

Previous volumes in this series have been reviewed in THE 
JourNAL from time to time. Volume ten is devoted largely 
to a discussion of pregnancy, parturition and the puerperium, 
to the prostate, to psychoanalysis and psychiatry, and to radiol- 
ogy, concluding with an important discussion of diseases of the 
rectum. Between these major headings are sections, of course, 
devoted to other alphabetical subjects falling in these limitations. 
The contributors include among the obstetricians such names 
as those of Adair, Barnes, Bland, Cooke, Norris and Bethel 
Solomons; on the genito-urinary side, Hugh Young, Hunt and 
Caulk; in psychiatry, Bond, White and Ebaugh; in proctology, 


Bacon, Rosser, Friedenwald and Dudley Smith; and in radiology, 
Pfahler and Kirklin. 
character of this work. 


Such names as these attest the high 
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The eleventh volume is of equal quality. The leading head- 
ings include rickets, scarlet fever, scurvy, diseases of the skin, 
of the spinal cord and of the spleen, and the stomach; then 
come the sympathetic nervous system and syphilis, with all 
the other alphabetical headings intervening. The volume is 
printed with a narrow column in large type but the illustrations 
are hardly so profuse as they might be in an encyclopedic work 
of this character. The usefulness of an extensive reference 
work of this character is, of course, well known. 


Manipulative Treatment for the Medical Practitioner. By T. Marlin, 
M.D., M.B., Ch.B., Medical Officer in Charge of the Massage, Electro- 
therapeutic, and Light Departments, University College Hospital, London. 
Cloth. Price, $3.75. Pp. 133, with 86 illustrations. New York: Long- 
man’s Green & Company; London: Edward Arnold & Company, 1934. 

This is evidently the work of a physician who has tried to 
see the good in manipulative therapy. He tries to understand 
the underlying pathologic changes in the bone and joints and 
their contiguous structures. He has indicated some of the 
dangers that may befall the manipulative therapist. He has 
made what appears to be an honest effort to evaluate the benefit 
of this form of therapy. He calls attention to the fact that, 
unfortunately, bad results of the bone setters never gain so 
much prominence as the few occasional cures. People are 
willing to gamble with their health. They like to decry the 
orthodox doctor and credit the quack with some supernatural 
powers of healing. He speaks of the wealthy horse dealer 
who would not entrust one of his valuable horses to any but 
the best veterinarian but who would entrust the care of his 
beautiful daughter to a bone setter concerning whom he knew 
nothing. He considers treatment by manipulation under four 
headings: (1) reduction of dislocation, (2) forcible breaking 
of adhesions, (3) soft tissue manipulation and (4) manipulation 
of joints in which no actual dislocation has occurred but there 
is a slight defect the nature of which he is unable to describe, 
or understand. He emphasizes the point that joint manipula- 
tion should be undertaken only by specially skilled persons. 
The chief object of manipulation is to produce tissue relaxation. 
In the treatment of the soft tissues, one must recognize that 
two conditions exist: fibrositis and local spasm of muscle; and 
the success of the treatment can be objectively gaged only by 
the complete relaxation of the tissues. In the discussion of 
the choice of cases for manipulative treatment he presumes that 
all grave organic diseases have been ruled out. The cases in 
which this treatment is indicated are chiefly those presenting 
joint or soft tissue involvement; i. e., injuries that call for 
readjustment of bones or joints. Adhesions must be prevented 
or, if already present, should be broken down gradually or 
forcibly under anesthesia. He includes also cases of fibrositis 
and certain cases of rheumatic joints. Forcible manipulation 
should not be undertaken while a joint is acutely inflamed, nor 
is it easy to determine how soon after that the joint may be 
manipulated. He calls attention to the fact that in arthritis, 
although there are changes in the joint, the pain is chiefly i 
the tissues surrounding the joint. The author believes that 
manipulation should be regarded as a branch of physical 
medicine. 


Jahresringe: Innenansicht eines Menschenlebens. Von Alfred E. Hoche. 
Paper. Price, 4.50 marks. Pp. 298, with 1 illustration. Munich: J. F. 
Lehmanns Verlag, 1934. 

This is the autobiography of a German professor of psychia- 
try who has seen much of normal and abnormal life in private 
practice and before the courts. He has accumulated a fund 
of experience with which he illustrates and illumines his narra- 
tive. As a life history it can be classed among the honest 
autobiographies; not too much space is given to personal mat- 
ters and there are interwoven, with observations on motives of 
conduct, a profound and frank discussion of the nature of per- 
sonality, the life of the spirit, the relations of youth to age, 
the meaning of life, religion, the balance of happiness and the 
significance of death. To the oft repeated question “Which is 
the most valuable, a biography or an autobiography?” this book 
adds its support to the claims of the latter. Such a study of 
the problems of life combined with, and growing out of, the 
portrayal of the life of an individual could hardly be given in 
an outside view of a human life. An honest self portrayal « 
an eventful life when made by a trained and skilful writer s 
a valuable contribution to literature. 
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Hygiene for Freshmen. By Alfred Worcester, A.M., M.D., Se.D., Henry 
K. Oliver Professor of Hygiene, Harvard University. Cloth. Price, $1.50. 
pp. 151. Springfield, Ill., & Baltimore: Charles C. Thomas, 1934. 

This book presents a series of twelve lectures given by the 
author as a brief required course in hygiene for Harvard fresh- 
men. The purpose, as stated in the preface, is “to save the 
student from the possible distraction of note-taking.” The 
subjects of individual lectures range from biology and embry- 
ology to glands, mental hygiene, reproduction and immunity. 
Clearly the author is attempting to provide his students with 
a background of embryology, anatomy, physiology and immun- 
ity. Although highly desirable, this is a more ambitious pro- 
gram than most teachers who are trying to interest college 
freshmen in the subject of health would wish to undertake in 
a series of twelve lectures. It is disappointing to find in a 
book such careless and inaccurate statements as: 

The comfort of normal-salt solutions applied to fresh wounds or to 


the eyes. . 

The white blood corpuscles have nuclei, some of them several. They 
are formed in the lymphatic glands. 

Normally within a few minutes after violent exercise both the heart in 
action and size returns to normal. [Gordon shows that the heart tends 
to be diminished in size immediately after strenuous exercise (Am. J. 
Roentgenol. 14: 424 [Nov.] 1925; abstr., THe JournaL, Jan. 23, 1926, 
p. 304)). 

It is a question whether they [vitamins] have yet been isolated and 
their exact composition revealed by the biochemist. 

The discovery of the insulin cure of diabetes. 

The pneumococcus is practically always to be found in the mouth. 

In the World War when vaccination [against typhoid] was compulsory, 
there were very few cases and no deaths. 

In the chapters on mental hygiene and reproduction, the 
author gives adequate information for a book of this sort. In 
his emphasis on masturbation and homosexuality he is led into 
statements that would be difficult to verify and might be dis- 
turbing to the average undergraduate. In general, the lectures 
contain much interesting and authoritative material, but they 
go into unnecessary detail on some points, such as the anatomic 
description of the mammary and sweat glands and the definition 
of zygote, morula, gastrula, ectoderm, mesoderm and endoderm, 
while other subjects of more general interest are treated super- 
ficially or entirely neglected. 


The Etiology and Treatment of Spasmodic Bronchial Asthma. By H. 
Gordon Oliver, M.D. With a foreword by W. Langdon Brown, M.D., 
F.R.C.P., Regius Professor of Physic, Cambridge University. Boards. 
Price, 3s. 6d. Pp. 48, with 10 charts. London: H. K. Lewis & Company, 
Ltd., 1934. 

There is still too much speculation about the etiology of 
bronchial asthma. The treatment likewise is complicated and 
in many cases unsatisfactory. There can be no doubt that 
asthma is an allergic disease and that pollens and foods play 
a most important part. The author in a brief monograph 
reports fifty cases observed in ten years. In all of these the 
fungus Monilia was found in the sputum and the patients were 
all benefited by iodides and a vaccine. He courageously con- 
cludes that all cases of asthma are due to a mycotic infection 
of the Monilia organism. The number of cases, however, is 
too small and they are too localized to justify such definite 
conclusions. 


Mortality Among Patients with Mental Disease. By Benjamin Malzberg, 
Ph.D., New York State Department of Mental Hygiene, Albany. Cloth. 
Price, $1.50. Pp. 234, with illustrations. Utica, N. Y.: State Hospitals 
Press, 1934. 

It has long been known that death rates among patients with 
mental disease are greatly in excess of those of the entire 
population. Despite all that modern medicine can offer, the 
death rate of the insane remains relatively high, as evidenced 
from statistics concerning rates of mortality and causes of 
death among patients under treatment in the New York civil 
state hospitals during the three fiscal years July 1, 1928-June 30, 
1931. Even when due allowance is made for age differences 
in the two populations, the death rate of the patients remains 
in excess in the ratio of almost 5 to 1. The death rates are 
highest in the organic psychoses and lowest in the functional 
group. There are marked differences in the relative distribution 
of the causes of death. In the general population of up-state 
New York the leading causes of death are, in order, diseases 
of the heart, cancer, nephritis, cerebral hemorrhage and pneu- 
monia. Among the mental patients the causes of death in order 
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of frequency were diseases of the heart, pneumonia, dementia 
paralytica, tuberculosis, diseases of the arteries, nephritis, cere- 
bral hemorrhage and cancer. These and other interesting 
data are thoroughly discussed in the comprehensive booklet. 
Attention is also called to various factors responsible not only 
for the real but also for a spurious excess of the mortality of 
patients with mental disease over the mortality of the general 
population. The book will be of great interest to those inter- 
ested in vital statistics. 


Industrial Maladies. By Sir Thomas Legge, C.B.E., M.D., D.P.H. 
Edited by S. A. Henry, M.A., M.D., D.P.H., H. M., Medical Inspector of 
Factories. Cloth. Price, $4.25. Pp. 234, with 13 illustrations. New 
York & London: Oxford University Press, 1934. 

This volume is in a way a memorial to its author, who died 
just before its publication. He was eminent as a British 
authority in the field of industrial disease control. In Great 
Britain he was recognized as among the leaders in research 
against industrial disease. He gave the Lowell lectures at 
Boston and the Cutter lecture in preventive medicine at Harvard 
in 1929. He lectured also on the history of medicine and on 
related subjects. The book deals more fully with those phases 
of industrial medicine which concern its author, although lead 
poisoning and health welfare conditions in factories receive a 
great deal of space. A bibliography of the writings of Dr. 
Legge show a vast amount of work carried on in the years 
1893 to 1932. 


Benjamin Rush: Physician and Citizen, 1746-1813. By Nathan G. 
Goodman. Cloth. Price, $4. Pp. 421, with 8 illustrations. Philadelphia: 
University of Pennsylvania Press, 1934. 

The name of Benjamin Rush has been commemorated in the 
United States in many institutions and in many notable works, 
yet there has thus far been available no full biography and no 
worthwhile appreciation. Physicians realize that Rush con- 
tributed notably to the beginnings of American psychiatry, that 
he was active in the development of the College of Physicians, 
that he aided in the development of many movements for reform, 
and that he was active as a citizen and a political leader. Only 
recently his writings on focal infection have been reprinted in 
various places. In this conventional biography the author traces 
the career of Benjamin Rush chronologically from his early 
years and medical apprenticeship to studies at Edinburgh, the 
building of his practice and his growth as an educator and a 
man of affairs. The volume is made especially interesting by 
the quotation of personal correspondence and of journalistic 
and other writings of the times. There is, of course, a most 
extensive study of the relationship of Rush to the control of 
the great epidemic of yellow fever. The volume is a fine con- 
tribution to the list of notable American medical biographies. 


Wege zur Verhiitung der Entstehung und Ausbreitung der Krebskrank- 
heit. Von Prof. Dr. Bernh. Fischer-Wasels, Direktor des Senckenbergischen 
Pathologischen Instituts der Universitat Frankfurt a. M. Paper. Price, 
2.70 marks. Pp. 75. Berlin: Julius Springer, 1934. 

The author prefaces his contribution with the statement that 
his views are theoretical and have not been demonstrated clini- 
cally so far as human cancer is concerned. The discussion 
begins with a good review of the causes of cancer, including 
general factors, constitutional predisposition and external irri- 
tants. The work of Reding and Slosse dealing with alkalosis 
in cancer is discussed. General intoxication of the organism 
resulting from tar and arsenic and indole is taken up in detail. 
In discussing metabolic changes associated with cancer, the 
author states that it is necessary to avoid fermentation and that 
one must on the one hand increase the respiration of the 
organism and on the other hand depress fermentation and pro- 
duction of lactic acid. By eliminating alkalosis he proposes 
to strengthen the resistance of the body against cancer. Since 
insulin generally depresses fermentation, the use of this agent 
is suggested with the belief that, by building glycogen from 
sugar, tumor growth will be depressed. Based on these theories, 
a detailed program of prophylaxis and treatment of cancer 
is suggested. He advises against marriage of individuals with 
a strong hereditary tendency to cancer. In order to diminish 
the alkalosis of the body he suggests the inhalation of 5 per 
cent carbon dioxide but admits that it has not been successful 
in the treatment of human cancer when a malignant tumor had 
already become established. On account of these discouraging 





72 SOCIETY PROCEEDINGS 


results he advises against it but suggests it as a prophylactic 
measure in individuals who have reached the cancer age. The 
administration of splenic extract is advised in order to stimulate 
the reticulo-endothelial system. A detailed dietary regimen 
is outlined, based on the conception of avoiding alkalosis. It 
is evident that the author has a genuine and serious interest in 
the cancer problem and is motivated by a keen desire to alleviate 
the suffering occasioned by this disease. In this commendable 
effort, however, he has based a highly unpractical therapeutic 
formula on evidence much of which does not withstand critical 
analysis. As a review of the theories of causation, this publi- 
cation has a distinct value, but as an aid in the practical treat- 
ment of the disease much time must elapse for laboratory study 
and clinical investigation to substantiate or refute the theories 
on which the conclusions are based. 


Mothers’ Guide When Sickness Comes. By Roger H. Dennett, B.S., M.D., 
D.Se., and Edward T. Wilkes, B.S., M.D. Cloth. Price, $2.50. Pp. 400. 
Garden City, N. Y.: Doubleday, Doran & Company, Inc., 1934. 

From time to time in recent years, books have been published 
that are intended to aid the mother in carrying out the doctor’s 
orders and to help her in the recognition of sickness in the 
child, so that the services of a physician may be secured as 
soon as possible. These books are far different from the old- 
fashioned doctor’s book, which encouraged self treatment and 
produced much fear of disease. In this book there is an attempt 
to answer for the mother many questions concerning the child’s 
diet, constipation and bad habits. It is simply written and well 
arranged. Such subjects as the sickroom, the function of the 
doctor, good and bad habits, birthmarks and teething are dis- 
In addition, diseases and ailments—contagious and non- 
contagious—are described. The facts given are correct and 
are presented in a logical, common sense manner. It is to be 
hoped that the book will fulfil the purpose for which it is 
written and not contribute to the encouragement of self 
medication. 


cussed. 


By Alice Hamilton, M.D. Harper’s Medical 


Industrial Toxicology. 
Price, $3. Pp. 352. New York & London: 


Monographs.  Fabrikoid. 
Harper & Brothers, 1934. 

This volume is one of a series of monographs. It concerns 
particularly those phases of industrial disease in which its 
author has been especially interested. However, for purposes 
of completeness there is also a general consideration of indus- 
trial poisoning, after which many common poisons are discused 
under various headings and classifications. The book is well 
written and is supplemented by an adequate bibliography and 
an index. At this time, when the diseases of industry are 
attracting so much attention, it will be found exceedingly useful 
by many physicians. 


An Illustrated Outline of Scientific Facts About 
Alcohol and Alcohol Drinking. By Emil Bogen, M.D., and Lehmann W. 8. 
Hisey. Preface by Haven Emerson, M.D. Cloth. Price, $1.50. Pp. 112, 
with illustrations. Los Angeles: Angelus Press [for the Scientific Educa- 
tion Association], 1934. 


What About Alcehol? 


This volume proposes to provide a simple understanding of 
the relationship of alcohol to human physiology and health. It 
is not a volume of propaganda, although the facts about alcohol 
are in themselves propaganda against its use in many instances. 
The book is simply illustrated with line drawings that are 
highly instructive. The book is supplemented with a bibliog- 
raphy and an adequate index. 


Out of the Test Tube. By Harry N. Holmes, Ph.D. Cloth. Price, $3. 
Pp. 373, with 83 illustrations. New York: Ray Long & Richard R. 
Smith, 1934. 

The advances of chemistry have made life much happier and 
interesting for all of us. The new book by Holmes may take 
its place beside the already known works of Slosson as a con- 
tribution to the popularization of chemical knowledge. The 
chapters are numerous and short but they cover a great range 
of topics in the chemical field. The titles of the separate 
chapters are such attractive statements as “The Importance of 
Nothing at All,” “The Lightest Substance Known,” “Brimstone 
or Cornerstone,’ “Sugar and Sweetness,” and “Fats to the 
Front.” While it is not extensively illustrated, a number of 


line drawings add to the interest afforded by this most interest- 
ing book. 
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Medicolegal 


Validity of Regulation Excluding Unvaccinated Chil- 
dren from School.— The board of education of the Fort 
Worth (Texas) Independent School District passed a regula- 
tion excluding unvaccinated children from school. The plain- 
tiffs sought by injunction to compel the board to permit their 
children to attend school without being vaccinated. The trial 
court dismissed the action and the plaintiffs appealed to the 
court of civil appeals of Texas, Fort Worth. 

The plaintiffs contended that since the Texas constitution 
requires the subject of a bill to be expressed in its title, the 
title of the act creating the Fort Worth Independent School 
District (Special Acts of 39th Legislature, c. 230) was not 
sufficiently indicative to permit the insertion in the body of 
the act of provisions purporting to permit the board to require 
the vaccination of pupils. The title of this act recites, among 
other things, that the act gives to the board power “to make 
rules and regulations for the government and conduct of said 
schools, and for the protection of those attending said schools.” 
We think the title, said the court of civil appeals, is sufficient 
to advise the legislature as well as any other person reading 
it that the body of the act might authorize, as in fact section 
36 does authorize, the board to “require the vaccination of 
pupils and teachers whenever it may become reasonably neces- 
sary or proper.” 

The plaintiff next contended that in Texas vaccination can 
be required by a board of education only when there is an 
emergency or threatened epidemic of smallpox and that there 
was no threatened epidemic at the time the regulation was 
passed. It is not a question of emergency, said the court, but 
of whether the action of the board was arbitrary and without 
facts on which minds could have decided rationally that such 
rules were reasonably necessary. The court takes judicial 
notice of the fact that vaccination against smallpox is an effi- 
cient and accepted act tending toward immunization. This 
and other similar discoveries of preventive medicine have 
inspired those who guard the public health to strive to keep 
the public from getting sick and the law must lend its hand 
and keep pace with scientific advance. Even though there 
was no immediate epidemic in the locality, the Supreme Court 
thought that the action of the board was not arbitrary and 
unreasonable, in view of the fact that smallpox may spread 
from distant points, and the further fact that the school district 
involved in this case had a large Negro and Mexican popula- 
tion, “which races are generally known to be more difficult to 
keep free of smallpox for various reasons.” 

The order of the trial court dismissing the bill was affirmed. 
—Booth v. Board of Education of Fort Worth Independent 
School District (Texas), 70 S. W. (2d) 350. 


Criminal Abortion: Civil Liability of Physician; After- 
Care Requirement Dependent on Contract.—Where a hus- 
band and wife consent to the performance of a criminal abortion 
on the wife, said the Supreme Court of Idaho, they cannot 
thereafter maintain a civil action against the operating physi- 
cian to recover damages for injuries allegedly due to the physi- 
cian’s negligence. Consent to the illegal act constitutes a bar 
to the recovery of damages. If a physician who performs a 
criminal abortion contracts to render necessary after-care in 
his office only, failure on his part to attend the patient at her 
residence does not constitute negligence. — Nash wv. Meyer 
(Idaho), 31 P. (2d) 273. 


Society Proceedings 


COMING MEETINGS 


American Academy of Orthopedic Surgeons, New York, Jan. 14-16. Dr. 
Philip Lewin, 104 South Michigan Boulevard, Chicago, Secretary. 
American Orthopsychiatric Association, New York, Feb. 21-23. Miss 

Mary A. Clarke, 50 West 50th Street, New York, Secretary. 

Annual Congress on Medical Education and Licensure, Chicago, Feb. 
18-19. Dr. William D. Cutter, 535 North Dearborn Street, Chicago, 
Secretary. 

Pacific Coast Surgical Association, Santa Barbara, Calif., Feb. 21-23. 
Dr. Edgar L. Gilcreest, 384 Post Street, San Francisco, Secretary. 
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Current Medical Literature 


AMERICAN 


The Association library lends periodicals to Fellows of the Association 
and to individual subscribers to THE JouURNAL in continental United 
States and Canada for a period of three days. Periodicals are available 
from 1925 to date. Requests for issues of earlier date cannot be filled. 
Requests should be accompanied by stamps to cover postage (6 cents 
if one and_12 cents if two periodicals are requested). Periodicals 
published by the American Medical Association are not available for 
lending but may be supplied on purchase order. Reprints as a rule are 
the property of authors and can be obtained for permanent possession 
only from them. 

Titles marked with an asterisk (*) are abstracted below. 


American Journal of Diseases of Children, Chicago 
48: 949-1182 (Nov.) 1934 

*Osteopetrosis (Marble Bones) in an Infant: Review of Literature and 
Report of Case. D. J. McCune and C. Bradley, New York.—p. 949. 

Subacute Peribronchiolar Pneumonia. H. S. Reichle and A. R. Moritz, 
Cleveland.—p. 1001. 

Carbohydrate Metabolism: II. Role of the Thyroid Gland. J. A. 
Johnston, Detroit.—p. 1015. 

Body Build in Infants: IV. Influence of Retarded Growth. H. 
Bakwin, Ruth Morris Bakwin and Lillian Milgram, New York.— 
p. 1030. 

Basal Metabolism of American-Born Chinese Girls and of American 
Girls of Same Age. C. C. Wang, Cincinnati.—p. 1041. 

*Preliminary Report of the Fels Fund: Study of Fetal Activity. L. W. 
Sontag and R. F. Wallace, Yellow Springs, Ohio.—p. 1050. 

Factors Influencing Utilization of Calcium and Phosphorus of Cow’s 
Milk. J. H. Hess, H. G. Poncher and Helen Woodward, Chicago. 
—p. 1058. 

Osteopetrosis in an Infant.—McCune and Bradley review 
the literature of osteopetrosis. The cases that have been diag- 
nosed and reported up to 1933 are tabulated. They present a 
case report with metabolic and hematologic data. There is no 
evidence at present to suggest that osteopetrosis is due to endo- 
crine disturbance, environmental factors, dietary deficiency or 
chemical poisoning. Although it is possible that there are 
inconstant associated changes in the calcium and phosphorus 
metabolism, these alterations, if present, are probably secondary 
manifestations of a primary disturbance in the formation of 
bone. The Albers-Schoénberg syndrome is a true developmental 
disease that consists in faulty differentiation of the primitive 
common forerunner of osteogenic and hematogenic tissue. The 
ultimate cause of the abnormality is unknown, but it seems to 
be a property of the parental germ plasm. 

Study of Fetal Activity.—Sontag and Wallace call atten- 
tion to the desirability of a more extensive interest in the 
behavior of the human fetus. A description of the work of 
the Fels Fund on fetal activity is presented and the. following 
points are emphasized: (1) the relationship of fetal activity to 
such factors as variations in maternal emotion, maternal inges- 
tion of food, maternal and fetal position and maternal fatigue, 
(2) the response of the fetus or lack of response to certain 
stimuli and the ensuing refractory period, (3) the possibility 
of conditioning the human fetus and (4) the relationship of 
fetal cardiac rate and prenatal respiratory movements to certain 
physical and emotional factors in the mother. 


American Journal of Ophthalmology, St. Louis 
17: 995-1098 (Nov.) 1934 

Functional Study of Nerve Elements of Optic Pathway by Means of 
Recorded Action Currents. G. H. Bishop and’ S. H. Bartley, St. 
Louis.—p. 995. 

*Notes on Allergy Theory of Sympathetic Ophthalmia. J. S. Friedenwald, 
Baltimore.—p. 1008. 

Etiology of Inclusion Blennorrhea. P. Thygeson, Iowa City.—p. 1019. 

Studies on Infectivity of Trachoma: I. Transfer of Conjunctival 
Infection to Monkeys by Means of Trachomatous Tissues. L. A. 
Julianelle and R. W. Harrison, St. Louis.—p. 1035. 

Significance of the Reptilian Spectacle. G. L. Walls, Iowa City.— 
p. 1045. 

Influence of Dietary Deficiency on Transmissibility of Trachoma ti 
Monkeys. R. A. Hetler and W. M. James, St. Louis.—p. 1048. 

Nonpigmented Nevus of Lacrimal Caruncle. E. A. Shumway, Phila 
delphia.—p. 1055. 


Allergy Theory of Sympathetic Ophthalmia.—Frieden- 
wald investigated whether the histologic observations in sympa- 
thetic ophthalmia were compatible with the theory of allergy. 
The relation of melanin granules to the specific histologic 
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features of the inflammation in the uveal tracts, retina and 
skin revealed that allergy to uveal pigment is an adequate 
explanation of these characteristics. However, allergy to uveal 
pigment may be present without sympathetic ophthalmia. If 
the theory of allergy is correct, some additional factor other 
than allergy is therefore necessary to initiate the disease. A 
study of the Dalen nodules sometimes found in sympathetic 
ophthalmia suggests that the additional factor may be a pro- 
liferation of the melanophores. The results of some preliminary 
experiments based on this hypothesis suggest that the additional 
factor required for the initiation of the inflammatory reaction 
is a proliferation of the intra-ocular melanophores. Based on 
this hypothesis the author has treated three patients having 
sympathetic ophthalmia with ultraviolet radiation, exposing their 
bodies to an erythema dose of the radiation three times a week 
with careful protection of their eyes and faces. The indicated 
local treatments and salicylates were, of course, given at the 
same time. Of the three patients, two were children. Both 
made complete recoveries. The third patient was an old man 
with bilateral cataracts and senile dementia, who developed a 
typical bilateral uveitis following cataract extraction on one 
eye. He was given the foregoing treatment; the inflammatory 
reaction became quiet, but both pupils were bound down by 
dense adhesions, so that his vision was reduced to light projec- 
tion. Further operations could not be performed because of 
his mental condition. 


Am. J. Roentgenol. & Rad. Therapy, Springfield, Ill. 
32: 437-574 (Oct.) 1934 

Encephalography in Children. A. E. Walker, Chicago.—p. 437. 
*Calcium Stream as Concerned with Healing of Fractures. J. J. Moore 

and A. A. de Lorimier, Washington, D. C.—p. 457. 

Relation of Shape of Heart to Shape of Chest, with Especial Reference 
to Anteroposterior Dimension and Morphology of Various Normal 
Heart Types: Contribution to Question of Accuracy of Ordinary 
Roentgenologic Methods of Heart Management. H. Roesler, Phila- 
delphia.—p. 464. 

Roentgenologic Evidence of Healing of Jejunal Ulcer. J. Buckstein, 
New York.—p. 487. 

Classification of Tumors from Standpoint of Radiosensitiveness. A. U. 
Desjardins, Rochester, Minn.—p. 493. 

*Roentgen Therapy of Epitheliomas of Pharynx and Larynx. M. Lenz, 
C. G. Coakley and A. P. Stout, New York.—p. 590. 

Malignant Diseases of Thyroid Gland. U. V. Portmann, Cleveland. 
—p. 508. 

Primary New Growths Involving the Hand. B. F. Schreiner and W. H. 
Wehr, Buffalo.—p. 516. 

*Operation of Thick-Walled Roentgen-Ray Tubes on Rectified Potentials. 
L. S. Taylor and C. F. Stoneburner, Washington, D. C.—p. 524. 

Distribution of Roentgen Rays Within Human Body. Edith H. Quimby, 
M. M. Copeland and R. C. Woods, New York.—p. 534. 

Effects of Crowding on Head Frequency and Length of Life of Planaria 
Dorotocephala That Have Been Exposed to Various Doses of Roentgen 
Rays. F. G. Meserve and Mary J. Kenney, Evanston, IIl.—p. 552. 

Perforation of Bone by a Splinter of Wood: Case Report. C. A. Ryan, 
Vancouver, B. C.—p. 555. 

Calcium Stream and Healing of Fractures.—The obser- 
vations of Moore and de Lorimier emphasize several aspects as 
to the assimilation and utilization of the osseous inorganic 
elements. When the diet and additional administrations were 
such as to allow an acid medium in the intestine (by lactose 
fermentation) and an alkaline tissue balance there resulted an 
increase in the urinary excretion of calcium and inorganic 
phosphorus, and since there was no evidence of osseous depletion 
(instead a furthering of ossification of callus) there was evidently 
an increased assimilation of these elements through the intestinal 
wall. Though the excretions were greater when ammonium 
chloride was administered, it was found that the blood values 
for the calcium and inorganic phosphorus were decreased; more- 
over, the ossification of callus was delayed and there was a gen- 
eralized deossification of the skeleton. The assimilated calcium, 
in this second situation, then, was not utilized—the calcium 
stream was directed away from the skeleton. The fact that some 
ossification did occur is not inconsistent with this general idea; 
it is reasonable to believe that this is due to a relative alkaline 
balance in the callus or to the added stimuli resulting from 
reaction to the injury. When sodium bicarbonate was added to 
the diet, there is evidence that assimilation was hampered; and 
though the blood calcium was decreased there appeared at least 
favorable utilization of the osseous elements in the skeleton— 
that is, in this third situation the “calcium stream,” though 
relatively reduced, was directed toward bone. This emphasizes 
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the fact that for assimilation of calcium and phosphorus the 
chyme in the small intestine should be acid, but for the utiliza- 
tion of these elements the tissue balance should be alkaline. 


Roentgen Therapy of Epitheliomas of Pharynx and 
Larynx.—During 1931 and 1932, Lenz and his associates treated 
thirty-one verified epitheliomas of the pharynx and larynx by 
a modification of the Coutard method of roentgen therapy 
Fourteen patients have remained clinically well from nine to 
twenty-four months following cessation of the treatment; in 
seventeen cases the disease was not arrested. Twenty-four of 
these cases were considered proper for evaluation of the method 
of treatment and of the criteria used for prognosticating its 
success or failure. Of twelve cases classified by microscopic 
criteria as radiosensitive, nine were arrested by treatment, while 
none of the ten cases classed as radioresistant were arrested. 
Two cases in which the criteria were conflicting have been 
arrested by treatment. The authors believe that their study 
confirms the experience of others that among the factors militat- 
ing against successful treatment are (1) extensive infiltrative 
growth, especially if it is associated with deep infection, and 
(2) tumor invasion or local nutritional changes of the laryngeal 
cartilages, because such processes reduce the radioresistance of 
cartilage and favor chondronecrosis. Tracheotomy did not inter- 
fere with the treatment in their cases, whether done before or 
after the course of roentgen therapy. The results reported are 
early and may change with time. However, the authors believe 
that they are sufficiently encouraging to warrant continuation 
of this method of roentgen irradiation in the treatment of epi- 
theliomas of the pharynx and larynx. 


Operation of Thick-Walled X-Ray Tubes on Rectified 
Potentials.—Taylor and Stoneburner find that thick-walled 
glass, high voltage therapy x-ray tubes do not reach a steady 
state within the first few minutes of operation on some types 
of generator. All thin-walled tubes tried thus far quickly reach 
a steady operation state. Depending on the mode of control of 
the generator, the roentgen emission of a thick tube may increase 
or decrease by from 10 to 20 per cent on mechanical or valve 
tube rectifiers and not reach a steady state until some ten minutes 
after starting. The change in roentgen emission between the 
second and tenth minute of operation appears to depend on the 
electrical regulation of the transformer. Partial cooling of 
the walls of the tube with strong air blasts delays the attain- 
ment of the steady state but does not affect the magnitude of the 
net change in emission. For some generators the output remains 
steady if the effective tube current and voltage are maintained 
constant. A qualitative explanation of the effect is based on 
the blocking action of the high negative charge on the glass 
walls when the tube is cold. As the tube warms up this charge 
is dissipated through the increased electrical conductivity of the 
glass. The influence of the effect on dosage measurements is 
discussed. The effect is absent when the tube is operated on 
nearly constant potential. 


Annals of Internal Medicine, Lancaster, Pa. 
8: 521-660 (Nov.) 1934 

Clinicopathologic Observations on Infantile Paralysis: Report of One 
Hundred and Twenty-Five Acute Cases, with Especial Reference to 
Therapeutic Use of Convalescent and Adult Blood Transfusions: 
Possible Relation of Blood Group to Severity of Disease. D. M. 
Cowie, J. P. Parsons and K. Lowenberg, Ann Arbor, Mich.—p. 521. 
Virus Diseases of Animals Transmissible to Man. K. F. Meyer, 
San Francisco.—p. 552. 

Undulant Fever. J. L. Miller, Chicago.—p. 570. 

Gonococcic Arthritis: Clinical Study of Sixty-Nine Cases. 
and W. K. Myers, Boston.—p. 581, 

*New Treatment for Various Kinds of Coma. R. Bauer, Vienna, Austria. 
-p. 595. 

*Metabolic Stimulants with Particular Reference to Sodium Dinitrophenol. 
E. L. Bortz, Philadelphia.—p. 599. 

*Blood Cholesterol and Creatine Excretion in Urine as Aids to Diag- 
nosis and Treatment of Hypothyroidism. J. H. Hess, Chicago. 
p. 607. 

Septicemia. J. 

The United States Pharmacopeia XI: 
and Scientific Nature of Its Revision. V. E. 
Ky.—p. 632. 


Treatment of Coma.—Bauer recommends the intramuscular 
injection of liver extract in coma following hyperemesis 


C. S. Keefer 


A. Kolmer, Philadelphia.—p. 612. 
Its Relation to Internal Medicine 
j Simpson, Louisville, 
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and persistent vomiting; that is, coma due to edeina of the 
liver caused apparently by a breakdown of protein. During 
the process of increased breakdown of proteins, the liver is 
unable to get rid of the numerous products of the broken down 
proteins. Whenever the pyrimidin nucleus cannot be broken 
down any further, “autonarcosis” of the organism is likely to 
occur. The sudden dramatic improvement due to injection of 
tiver extract, as seen by Hammerschlag and the author, may 
well be explained by the assumption that the organism appar- 
ently is liberated from the broken down protein products, which 
have a narcotizing effect, as the result of the increased fermen- 
tative liver action. The rapid beneficial effect of injection of 
liver extract in nonnephric uremia makes a_ fermentative, 
hormone action all the more likely, as most of the patients are 
not anemic. It may be considered possible that the substances 
in liver extract which counteract the tendency to coma are not 
formed in the liver but only stored in it, like the ‘antipernicious” 
principle, which is formed in the stomach but found in the 
tissue of the liver. 

Metabolic Stimulants and Sodium Dinitrophenol. — 
Bortz states that sodium dinitrophenol 2-4 is capable of causing 
a notable reduction in weight. If used without regard to a 
planned diet, that is, a reduction diet of from 700 to 1,000 
calories, loss of weight will not be striking, although it will 
still take place. Used with caution, the drug should prove to 
be a valuable adjunct in the treatment of persons who find it 
difficult or impossible to lose weight by the usual established 
method. Dinitrophenol acts most satisfactorily in patients with 
the exogenous type of obesity. Those having pituitary or 
gonadal glandular deficiency often tolerate the drug badly or 
not at all. In two patients having mild myxedema, a heighten- 
ing of thyroid activity approaching the thyrotoxic state was 
observed after three weeks of treatment; in this event, imme- 
diate cessation of dinitrophenol therapy is imperative. The drug 
is not a substitute for thyroid extract. It is exceedingly unfor- 
tunate for the public that no law now exists to prevent the 
indiscriminate dispensing of powerful drugs such as the dinitro 
compounds. The therapeutic dose of 300 mg. daily administered 
in three doses of 100 mg. each is but one tenth to one third of 
that dispensed freely over drug counters today. The author 
has knowledge of persons who have taken from fifteen to thirty 
times this quantity and were not under the care of a physician. 
He urges that sodium dinitrophenol and allied chemical com- 
pounds be included in the list of dangerous drugs, the control 
of the use of which should be governed by the federal Food 
and Drugs Act. That sodium dinitrophenol, dinitrocresol and 
other metabolic accelerants are of real value for the reduction 
of body weight in certain selected patients who find it impos- 
sible to reduce by limitation of diet is no doubt true. The 
author, however, does not unreservedly recommend their use 
and desires to stress that, when the medical profession arouses 
itself to its obligation of service to persons requiring or wanting 
to reduce their body weight and outlines a sensible regimen to 
this end, the diet sanatoriums and quacks and charlatans will 
have a diminishing financial return and the general health of 
the community will be benefited greatly. 

Blood Cholesterol and Creatine Excretion in Urine.— 
Hess discusses the value of estimating the blood cholesterol 
and excretion of creatine in the diagnosis and treatment of 
thyroid deficient children. The blood cholesterol is high in 
children with untreated hypothyroidism and is reduced by 
thyroid medication. The level of blood cholesterol may be used 
as a guide to the efficacy of thyroid therapy. The metabolism 
of creatine appears to be influenced definitely by thyroid activity 
during childhood. During the period from infancy until about 
puberty, creatinuria is physiologic. Hypofunction of the thyroid 
causes a decrease or complete cessation of creatine excretion, 
which can be restored to normal values after the administration 
of thyroid extract. This is accompanied by a corresponding 
change in the clinical condition of the patient. The creatinuria 
is a delicate index of the effect of ingested thyroid, since it 
occurs before any definite change is noted in the basal metabo- 
lism and blood cholesterol. From a comparison with other 
diagnostic criteria of hypothyroidism in children, the change in 
creatine metabolism appears to be an important observation 
that may be useful in diagnosis and in the control of therapy. 
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Archives of Internal Medicine, Chicago 
34: 659-830 (Nov.) 1934 

*Erythema Arthriticum Epidemicum (Haverhill Fever). E. H. Place, 
Boston, and L. E. Sutton, Richmond, Va.—p. 659. 

*Effect of Theobromine on Peripheral Vascular Disease: 
vations. G. W. Scupham, Chicago.—p. 685. 

*Changes in Central Nervous System Resulting from Convulsions Due 
to Hyperinsulinism. D. M. Grayzel, New Haven, Conn.—p. 694. 

Hepatitis and Cholecystitis in Course of Brucella Infection: Report of 
Case. S. R. Mettier and W. J. Kerr, San Francisco.—p. 702. 

Relation of Portals of Entry to Subacute Bacterial Endocarditis. H. 
Weiss, New York.—p. 710. 

Experimental Renal Insufficiency Produced by Partial Nephrectomy: 
III. Diets Containing Whole Dried Liver, Liver Residue and Liver 
Extract. A. Chanutin, University, Va.—p. 720. 

Therapeutic Effect of Total Ablation of Normal Thyroid on Congestive 
Heart Failure and Angina Pectoris: VIII. Relationship Between 
Serum Cholesterol Values, Basal Metabolic Rate and Clinical Aspects 
of Hypothyroidism. D. R. Gilligan, M. C. Volk, D. Davis and 
H. L. Blumgart, Boston.—p. 746. 

Rapid Quantitative Method for Examining Urine in Renal Disorders. 
H. Gibbons 3d, San Francisco.—p. 758. 

Nitrogen and Sulphur Metabolism in Bright’s Disease: V. 
Study of Patient with Edema of Unknown Origin. G. P. 
Margaret Driscoll and Mildred G. Gray, Boston.—p. 764. 

Arterial Elasticity in Man in Relation to Age as Evaluated by Pulse 
Wave Velocity Method. P. Hallock, Minneapolis.—p. 770. 

Latent Acute Rheumatic Carditis as Determined at Autopsy: Its 
Occurrence. F. Hawking, New York.—p. 799. v3 

Effects of Vaccines and Bacterial and Parasitic Infections on Eosinophilia 
in Trichinous Animals. W. W. Spink, Boston.—p. 805. ; 

Oral and Duodenal Administration of Single Large Doses of Pure 
Thyroxine: Comparison of Calorigenic Effects with Those of Mono 
sodium Thyroxine and Thyroxine in Alkaline Solution. WwW. O. 
Thompson, Phebe K. Thompson, S. G. Taylor 3d and Lois Pr. Ni 
Dickie, Chicago.—p. 818. 

Epidemic Arthritic Erythema .— Place and Sutton give 
a complete report of the epidemic (named epidemic arthritic 
erythema) that occurred in January 1926 in a confined area of 
Haverhill, Mass. The only previous epidemic of a disease 
similar to this of which they have found a record occurred in 
May and June 1925, at Chester, Pa. Although the nature ot 
the epidemic was not determined, there was a striking similarity 
of onset, symptoms and course and epidemiologic relation to 
the milk supply of the two outbreaks. The disease is charac- 
terized by an abrupt onset, often with a chill, a rubellaform to 
morbilliform eruption, often scanty, chiefly on the extremities, 
with a tendency toward hemorrhage into the lesions, and an 
inflammation of the joints with marked pain and tenderness 
not infrequently of prolonged duration. The disease occurred 
as a markedly localized epidemic and was undoubtedly spread 
through the raw milk supply. The organism Haverhillia multi- 
formis, described only once before at Chester as belonging to 
the Mycobacteriaceae in the order of Actinomycetales, is 
believed to be the cause, having been found in the blood stream 
in eleven of the seventeen. cases in which cultures of the blood 
were taken and in the fluid of the joint in the two cases in 
which cultures of the fluid were taken. Agglutinins were 
present in the blood of the infected persons but absent in the 
controls. Cutaneous reactions to killed suspensions were present 
in 83 per cent of the patients tested late in convalescence, 
although absent in the controls. Although crippling may be 
marked for a time, recovery tends to occur in from one to two 
months, with a small number of patients having persistent joint 
symptoms. No fatalities occurred. 

Effect of Theobromine on Peripheral Vascular Dis- 
ease.—Scupham found that theobromine and its salts, particu- 
larly theobromine sodium acetate, act as peripheral vasodilators. 
They are useful in the treatment of peripheral arteriosclerosis 
and early cases of thrombo-angiitis obliterans in which there 
is a large element of angiospasm. Their use results in sub- 
jective improvement in intermittent claudication, and repair 
of the loss of the integrity of the tissue has been noted. They 
are not effective in all cases, but the results obtained with 
them are sufficiently good to make them a valuable adjunct in 
the treatment of peripheral vascular diseases. Many patients 
in whom a good response was expected failed to improve. This 
has been particularly true in cases of diabetic arteriosclerosis 
and gangrene. In none of these cases has it been evident that 
theobromine was responsible for improvement that could not 
be accounted for by proper control of the diabetes and the 
complicating infection. The mode and location of the action 
of these drugs can only be surmised. The fact that they are 
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without effect in purely functional disorders, as in Raynaud's 
disease, and are most active in disease of the medium sized 
and smaller arteries, in which an element of angiospasm may 
exist, suggests that the effect may be a local one, possibly that 
of reducing the increased irritability of the musculature of the 
diseased wall of the vessel. This interpretation is in agree- 
ment with the views of Sollmann and Pilcher, who stated that 
caffeine is a vasodilator acting by peripheral inhibition of vaso- 
constriction. Coronary arteries are of the same class of vessels. 

Convulsions Due to Hyperinsulinism and Cerebral 
Lesions.—Grayzel investigated whether or not repeated con- 
vulsions for varying periods of time, induced artificially in 
rabbits by the production of hyperinsulinism, would lead to 
organic lesions in the brain. Animals that have not had 
convulsions, or only slight ones on a few occasions, show 
either minimal or no cerebral changes, regardless of the number 
of injections of insulin they have received. However, even one 
convulsion, if prolonged and severe enough, may produce definite 
lesions in the central nervous system. .The more prolonged 
or the more severe the convulsions, the more extensive are 
the lesions found, provided the animals ‘are permitted to live 
long enough for the changes to develop. What the exact 
mechanism is that produces the cerebral lesions in the rabbits 
cannot be stated definitely, but it seems to the author that 
during the convulsions some circulatory disturbance takes place, 
with consequent anoxemia of the brain. During the more severe 
convulsions, these periods of anoxemia are sufficiently prolonged 
to cause the cerebral changes. 


California and Western Medicine, San Francisco 
41: 289-360 (Nov.) 1934 

Carcinoma of Larynx: Observations on Cases Treated by Protracted 
(¢ outard) Roentgen Therapy. L. H. Garland, San Francisco.—p. 289. 

Bacillary Dysentery. W. H. Kellogg, Berkeley.—p. 296. 

Ectopic Pregnancy: Its Recognition and Treatment. J. M. Slemons, 
Los Angeles.—p. 298. 

Chronic Arthritis: its Treatment. R. L. Cecil, New York.—p. 300. 

Treatment of Fractures: By the Béhler Methods. R. Kaysen, San 
Diego.—p. 302. 

*Autodesensitization of Allergic Conditions. H. A. Johnston, Anaheim. 

p. 307. 

Strabismus and Some Other Ocular Troubles of Children. R. O'Connor, 

San Francisco.—p. 309. 


Urology: Place of Personal Values Therein. E. W. Beach, Sacramento. 
—p. 312. 
Nummular Eczema. E. D. Chipman, San Francisco.—p. 316. 


Muscle and Tendon Injuries in the Shoulder Region. R. Soto-Hall 
and K. O. Haldeman, San Francisco.—p. 318. 

Botulism: Due to Freshly Fermented Food: Five Fatal Cases in 
Japanese Family. F. R. Anderson, San Jose.—p. 321. 

Compulsory Health Insurance: VIII. F. L. Hoffman, Philadelphia.— 


p. 323. 


Autodesensitization of Allergic Conditions.—Johnston 
found that whole blood, withdrawn from the cubital vein and 
injected at once deeply into the gluteal muscle, promptly 
relieved several patients suffering from eczema, especially the 
moist variety. One severe case of psoriasis of long standing 
was cleared up in three months. The patients’ complaints of 
pain and soreness following the deep injections of blood and 
the occasional difficulty in locating the vein led the author 
gradually into the use of urine. The urine was rendered sterile, 
or as sterile as possible, before it was used hypodermically or 
intramuscularly. It was thought to be necessary that, in order 
to be of value in desensitization, the allergens must not be 
destroyed or changed, which would probably be the case if 
heated. Different antiseptics were added to the urine, in turn. 
The urine, after thorough filtration, was allowed to stand for 
forty-eight hours after the antiseptic was added; then cultures 
were made, and only sterile solutions were used. Graduated 
doses were given every three or four days, and not more than 
9 cc. was injected at any one time. Each solution was kept 
under refrigeration; 50 cc. was prepared at a time and used 
continuously until finished, when a fresh specimen was pro- 
cured and 50 cc. again prepared. All injections were admin- 
istered under strict aseptic routine. The cases treated included 
arthritis, myalgia, neuritis, colitis, asthma, hay fever, urticaria, 
eczema, rhus poisoning, migraine, rhinitis, psoriasis and pruritus. 
The best results were obtained in the eczemas. Several cases 
of myalgia were relieved entirely. No patient with neuritis 
admitted being helped. One arthritic patient was relieved of 
a painful colitis while being treated unsuccessfully for arthritis. 
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Another arthritic patient received no benefit, but a migraine of 
a duration of years disappeared during the course of treatment. 
Asthma in children seemed to respond better than that found in 
adults. Hay fever, urticaria and migraine responded to this 
treatment in several instances. 


Illinois Medical Journal, Chicago 
66: 401-500 (Nov.) 1934 

Message to Woman’s Auxiliary: Age of New Things. C. 
East St. Louis.—p. 413. 

Function of the State Department of Public Health in Control of 
Pneumonoconiosis. F. J. Jirka, Springfield—p. 414. 

Laboratory Methods for Determination of Atmospheric Pollution Causing 
Pneumonoconiosis. C. O. Sappington, Chicago.—p. 417. 

Ilealth of Workers in Dusty Trades. R. R. Sayers and J. J. Bloomfield, 
Washington, D. C.—p. 421. 

Clinical Diagnosis of Silicosis. J. R. Head, Chicago.—p. 428. 

Pathology of Pneumonoconiosis. R. H. Jaffe, Chicago.—p. 431. 

Radiographic Visualization of Fibrosis Produced by Dust Inhalation. 
F. Flinn, Decatur.—p. 437. 

Easier Transfusions for the General Practitioner. F. J. Otis, Moline. 

p. 440. 

Surgical Relief of Painful Deglutition in Laryngeal Tuberculosis. L. 
Savitt and S. H. Soboroff, Chicago.—p. 444. 

Rationalization in Therapy of Laryngeal Tuberculosis: Evaluation of 
Laryngeal Focus in Pulmonary Tuberculosis. I’. L. Lederer and L. Z. 
Fishman, Chicago.—p. 448. 

Nutrition Work in Springfield, IIL, 
—p. 454. 

Principles of Surgical Treatment of the Jaundiced Patient. J. A. 
Wolfer, Chicago.—p. 461. 

Rheumatic Heart Disease in School Children. R. E. 
—p. 466. 

Riedel’s Struma. C. H. Tearnan, Decatur.—p. 475. 

Bilateral Empyema Complicating Bilateral Lobar Pneumonia in Last 
Trimester of Pregnancy. N. Flaxman and R. Feldman, Chicago. 
—p. 478, 

Gold Sodium Thiosulphate in Treatment of Pulmonary Tuberculosis. 
J. J. Mendelsohn, Chicago, and S. Klein, Aurora.—p. 480. 

Treatment of Uterine Fibroids. R. A. Reis, J. L. Baer and E. J. 
DeCosta, Chicago.—p. 485. 

Abnormalities in Position and Form of Vermiform Appendix. A. P. 
Heineck, Chicago.—p. 488. 
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Journal of Allergy, St. Louis 
: 1-110 (Nov.) 1934 

*Species Nonspecific Antigenic Factor in Mammalian Serums:  Pre- 
liminary Report. F. A. Simon, Boston.—p. 1. 

*Primary Granulocytopenia Due to Hypersensitivity to Amidopyrine. 
T. L. Squier and F. W. Madison, Milwaukee.—p. 9. 

Review of Phases of Allergy. F. M. Rackemann, Boston.—p. 17. 

Further Studies in Serum Allergy: VI. Antigenic Relationship Between 
Horse Dander and Horse Serum Sensitivity. L. Tuft, Philadelphia. 
—p. 25. 

Arsphenamine Hypersensitiveness in Guinea-Pigs: III. Experiments 
Demonstrating (A) Regional Geographic Variability in Susceptibility 
to Sensitization, (B) Chemical Specificity of Hypersensitivity and 
(C) Variation in Sensitizing. Proclivities (Sensitization Index) of 
Different Brands. Marion B.. Sulzberger, New York, and F. A. 
Simon, Boston.—p. 39. 

Skin Hypersensitiveness to Extracts of Tobacco Leaf, Tobacco Pollen, 
Tobacco Seed and to Other Allergens in Two Hundred Normal 
Smokers. J. Harkavy, with technical assistance of Margaret L. 
Rosenberg, New York 
Skin Reactions to Tobacco and Other Allergens in Normal Men and 
Women Smokers. J. Harkavy and A. Romanoff, New York.—p. 62. 
Insulin Allergy: Review of Recent Literature and Report of Case. 
Marion T. Davidson, Birmingham, Ala.—p. 71. 

Further Studies on Leukopenic Index in Food Allergy. W. T. Vaughan, 
Richmond, Va.—p. 78. 

Further Experiences with Maximal Dosage Pollen Therapy. G. T. 
Brown, Washington, D. C.—p. 86. 

Rapid Hyposensitization. G. L. Waldbott and M. S. Ascher, Detroit. 

p. 93. 

Nonspecific Antigenic Factor in Mammalian Serums.— 
Simon found a patient having vasomotor rhinitis highly sensitive 
to horse serum and equally' sensitive to the serums of a variety 
of different mammals. Local passive transfer of hypersensitive- 
ness to these serums was successful. Skin tests to the raw 
muscle extract of chicken, mackerel and codfish and to the 
serum of the frog and of men who belonged to different blood 
groups were negative. The identity of the antigenic principle 
present in the various mammalian serums that gave positive 
skin tests was apparently demonstrated by desensitization of 
passively sensitized skin sites. The antigen is not soluble in 
strong alcohol; it is precipitated by complete saturation with 
ammonium sulphate but not by one-half saturation. Boiling 
destroys it to a great extent but not completely. It is not 
affected by heating to 56 C. for one hour. The presence of a 
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species nonspecific antigenic factor in mammalian serums is not 
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incompatible with the existence of other factors that are species 
specific. The patient, as a boy, had had some contact with 
horses, but he stated that he had never had an injection of 
horse serum, even a dose of the diphtheria toxin-antitoxin mix- 
ture. He did not remember ever seeing a guinea-pig. The 
possibility of a common, heterophile antigen was considered. 
Intradermal tests with serum in concentration greater than 
1: 1,000 may be dangerous. The intradermal test in this case 
was about 1,000 times more sensitive than the scratch test. 
The conjunctival test was somewhat less sensitive than the 
scratch test. A purified horse serum globulin solution con- 
tained the antigen but in much lower concentration than normal 
horse serum. Antiserums made from mammals other than the 
horse will not necessarily eliminate serum accidents. 

Granulocytopenia Due to Hypersensitivity to Amido- 
pyrine.—Drugs of the type represented by amidopyrine are 
recognized as frequently responsible for various manifestations 
of drug hypersensitivity, and Squier and Madison feel that the 
granulocytopenia observed after amidopyrine is the result of 
such a reaction. In support of this hypothesis they have pro- 
duced granulocytopenia at will on readministration of amido- 
pyrine to persons who have had the acute disease following the 
use of the drug. Furthermore, in two patients they have 
obtained positive skin reactions to patch tests with amidopyrine, 
with depression of the granulocyte count and clinical symptoms 
identical to those observed on administration of the drug by 
mouth. They report these two cases in detail. 


Journal of General Physiology, New York 

18: 143-282 (Nov. 20) 1934. 

Preparation of Graded Collodion Membranes of Elford and Their Use in 

Study of Filtrable Viruses. J. H. Bauer and T. P. Hughes, New 
York.—p. 143. 

Results of Irradiating Saccharomyces with Monochromatic Ultraviolet 

Light: II. Influence of Modifying Factors. R. H. Oster, Cambridge, 
Mass.—p. 243. 


Partial Index 


Id.: IIl. Absorption of Ultraviolet Energy by Yeast. R. H. Oster, 
Cambridge, Mass.—p. 251. 
Adaptation of Cutaneous Tactile Receptors: Bk. H. Hoagland, 


Worcester, Mass.—p. 255. 


Minnesota Medicine, St. Paul 
17: 617-682 (Nov.) 1934 
Function of the Roentgenologist in Diagnosis 
A. B. Moore, Washington, D. C.—p. 620. 
Cardiac Irregularities. P. T. Bohan, Kansas City, Mo.—p. 624. 
Our Constitution. J. P. Devaney, Minneapolis.—p. 630. 
Public Interest in Professional Standards. H. H. Peterson, St. Paul. 
—p. 633. 
*Disseminated Lupus Erythematosus. P. A. O’Leary, Rochester. 
Treatment of Head Injuries. J. G. Love, Rochester.—p. : 644. 
Visual Examination of Urine. E. N. Cook, Rochester.—p. 649. 
Pathogenesis and Treatment of Obesity.  M. H. Hoffman, St. Paul. 
p. 652. 


f Abdominal Disease. 


p- 637. 


Disseminated Lupus Erythematosus. —In forty-seven 
cases of disseminated lupus erythematosus, O’Leary found 
twenty-six showing clinical evidence of tuberculosis in one 
form or another. Tuberculosis was demonstrated in five of the 
ten cases that came to necropsy. The principal changes in the 
necropsy material were tuberculosis, endocarditis, infarcts in 
the spleen, diffuse nephritis and terminal bronchopneumonia. 
Pleural effusion and ascites from passive congestion were noted 
quite often. Anemia and leukopenia were present in half the 
cases. Cultures of the blood were positive in four attempts of 
twenty-four made in fourteen cases. Of the four positive cul- 
tures, two were obtained from patients with endocarditis; the 
third was obtained while the patient was dying. Focal infection 
was noted in forty cases. The twenty patients having the acute 
type died, on the average, nine months following the dissemina- 
tion of the disease, whereas eight of the twenty-seven patients 
with the subacute type died, on an average, four and a half 
years following dissemination. Seven patients with the sub- 
acute type are cured apparently. Treatment of the subacute 
type consisted of rest in bed, transfusions of small amounts of 
blood, administration of quinine, plasmochin, small doses of gold 
sodium thiosulphate and roentgen irradiation of the glandulous 
regions of the body. The evidence suggests that disseminated 
lupus erythematosus is a toxemia in which tuberculosis plays 
an insignificant part and that evidence of a specific infectious 
agent, although suggestive, is still lacking. 
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New York State Journal of Medicine, New York 
B34: 945-992 (Nov. 15) 1934 


Experimental Studies on Radiation. F. C. Wood, New York.—p. 948. 
The Irritable Colon. H. W. Retan, Syracuse.—p. 952. 

Eczema of Infancy and Childhood: Neurodermatitis Disseminata (Type 
II Eczema): Atopy in Eczema. S. M. Peck, New York.—p. 957. 
Need for Conservatism in Treatment of Benign Uterine Bleeding in 
Women Less Than Thirty-Five Years of Age. H. F. Traut, New 

York.—p. 965. 


Practical Discussion of Importance of Medicodental Cooperation. T. 
Blum, New York.—p. 970. 

*Early Recognition of Peripheral Venous Thrombosis. M. A. Rabinowitz 
and I. N. Holtzman, Brooklyn.—p. 973, 


Peripheral Venous Thrombosis.—Rabinowitz and Holtz- 
man believe that fatal pulmonary embolism is most frequently 
caused by peripheral venous thrombosis of the lower extremities. 
A certain type of person is apparently constitutionally predis- 
posed to this complication. Allergic factors, as yet insufficiently 
understood, may play a part in the production of venous throm- 
bosis. Persons confined to bed for any reason whatever should 
be questioned daily for pain and tested daily for tenderness of 
veins of the lower extremities, especially during the second 
week of their stay in bed. Early diagnosis of venous throm- 
bosis of the lower extremities should be followed by prompt 
and complete immobilization to prevent fatal embolization. The 
presence of sudden chest symptoms or signs occurring in the 
predisposed person should lead to immediate investigation for 
evidences of peripheral thrombosis, and proper precautions 
should be taken. 


Public Health Reports, Washington, D. C. 
49: 1229-1260 (Oct. 19) 1934 
Sickness Among Male Industrial Employees During Second Quarter and 
First Half of 1934. D. K. Brundage.—p. 1229. 
Effectiveness and Economy of County Health Department Practice: 
Brunswick-Greensville Health Administration Studies No. 1: Descrip- 
tion of Study. J. W. Mountin.—p. 1232. 


49: 1261-1300 (Oct. 26) 1934 
The Chicago Epidemic of Amebic Dysentery in 1933. H. N. Bundesen. 
—p. 1266. 
49: 1301-1324 (Nov. 2) 1934 
The Relation Between Housing and Health. R. H. Britten.—p. 1301. 


Puerto Rico J. Pub. Health & Trop. Med., San Juan 
10: 1-132 (Sept.) 1934 

Studies on Schistosomiasis Mansoni in Puerto Rico: III. Biologic 
Studies: I. The Extramammalian Phases of the Life Cycle. E. C. 
Faust, New Orleans, and W. A. Hoffman, San Juan.—p. 1. 

Diabetic Acidosis. R. F. Loeb, New York.—p. 98. 

Frambesia in Costa Rica. A. Pefia Chavarria and W. Rotter, San 
José, Costa Rica.—p. 129. °° 


Science, New York 
SO: 435-462 (Nov. 16) 1934 
*Transmission of Influenza by Filtrable Virus. 
York.—p. 457. 
Glutamine in the Tomato Plant. H. B. Vickery, G. W. Pucher and 
H. E. Clark.—p. 459. 
Ovulation in the Domestic Hen. D. C. Warren and H. M. Scott.— 
p. 461. 


T. Francis Jr., New 


Transmission of Influenza by Filtrable Virus.—Francis 
states that, in the course of the experimental work of inoculat- 
ing intranasally into ferrets material from three specimens of 
sputum obtained from the recent epidemic of influenza of Puerto 
Rico, one of the laboratory workers developed symptoms typical 
of influenza. Nasal and pharyngeal washings inoculated intra- 
nasally induced the disease in a ferret without producing pul- 
monary consolidation. This strain was also transmissible from 
animal to animal with bacteria-free material. The results con- 
firm the observations of Smith, Andrewes and Laidlaw on the 
transfer of a filtrable, transmissible agent from human cases 
of epidemic influenza to ferrets. The character of the disease 
in the ferret differs from that described by these authors in 
that it is more severe and is accompanied by pulmonary con- 
solidation. In these respects the disease in the author’s animals 
appears to resemble more closely the disease produced in ferrets 
by Shope with swine influenza virus. There has been evidence 
to suggest the adaptation of the virus to the ferret, for with 
one Puerto Rican strain distinct pulmonary lesions were first 
noted in the sixth passage animal. The results of the experi- 
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ments, both in ferrets and in mice, indicate that the agent pro- 
ducing the disease is a filtrable virus. It has been possible to 
produce the infection with filtrates that are bacteriologically 
sterile in aerobic and anaerobic cultures. The pulmonary lesions 
are bacteria free. The microscopic changes of the involved 
lung resemble those of pulmonary lesions produced by other 
virus infections, rather than those of bacterial infections. The 
results are apparently in complete agreement with those obtained 
by Andrewes, Laidlaw and Smith. 


Texas State Journal of Medicine, Fort Worth 
30: 365-426 (Oct.) 1934 

The Diabetic Child. L. A. Riely, Oklahoma City.—p. 369. 

Some Early Manifestations of Tuberculosis in Texas Children. R. S. 
Norris, Sanatorium.—p. 374. 

Evaluation of Skin Tests for Tuberculosis in School Health Survey. 
Elva A. Wright, Houston.—p. 377. 

Phrenic Nerve Evulsion in Treatment of Pulmonary Tuberculosis. F. N. 
Moore, Austin.—p, 379. 

Dental Disease, Diet, the Dentist and the Physician. B. Swinny, San 
Antonio.—p. 382. 

Our Biologic Defenses, or How Nature Cures. J. W. Torbett, Marlin. 
—p. 386. 

Comparative and Critical Study of Modern Obstetrics Based on Four 
Thousand Cases. J. W. Bourland, Dallas.—p. 390. 

Management of Ureteral Calculi: Based on Study of Sixty Cases. 
L. W. Pollock, Temple.—p. 394. 

Some Problems in Surgery of Biliary Tract. J. R. Phillips, Houston.— 


p. 398. 
Fibrocystic Disease of Breast. T. A. Pressly, San Antonio.—p. 402. 
Radiosensitivity: Its Value as Therapeutic and Prognostic Index. 
E. V. Powell, Temple.—p. .405. 


Abscesses of Throat. R. E. Parrish, San Antonio.—p. 408. 


30: 427-486 (Nov.) 1934 


Evaluation of Cholecystography. R. G. Giles, Temple.—p. 431. 

Modern Management of Gallbladder Disease. A. C. Scott Jr., Temple. 
—p. 434. 

Surgical Management of Obstructive Jaundice. J. G. Burns, Cuero.— 
p. 438. 

Medical Treatment of Cholecystitis. T. Miller, Dallas—p. 442. 

Obstructive Lesions of Gastro-Intestinal Tract. C. B. Sanders, Dallas. 
—p. 445. 

Chronic Cardiospasm. L. C. McGee, Dallas.—p. 447. 

Question of Agranulocytic Angina (Neutropenia) in Children: Report 
of Case in Two Year Old Negro Girlk H. W. Newman, Austin.— 
p. 452. 

*Mechanics of Absorption in Intestinal Obstruction, with Surgical Con- 
siderations. J. K. Donaldson and B. F. Stout, San Antonio.—p. 455. 

Ocular Myiasis: Report of Second Case. C. P. Schenck, Fort Worth. 
—p. 461, 

Mastoiditis: Incidence and Care of Acutely Inflamed Mastoid. F, B. 
Malone, Lubbock.—p. 464. 

Interdependence of Practitioner and Clinical Pathologist. E. M. McPeak, 
San Antonio.—p, 468. 


Mechanics of Absorption in Intestinal Obstruction.— 
Donaldson and Stout believe that there has been too much dis- 
proportion of detail regarding the treatment of intestinal 
obstruction, with insufficient attention and coordination of funda- 
mentals of toxin production and absorption. They agree with 
the theory that the usual lethal toxin concerned is produced 
by intestinal tissue which is suffering from impoverishment 
of blood supply. Their experimental work indicates that the 
lymphatic canals of the mesentery are an important potential 
route for toxin absorption and that the lymphatic canals of the 
nonstrangulated mesentery are persistent in their patency— 
remaining patent for days after venous thrombosis and much 
edema have supervened. Exteriorization of the gangrenous 
intestine with temporization for a better clinical condition is 
as a rule poor surgery, because mesenteric lymphatic absorption 
of toxin continues. Immediate resection should be done. 
Anastomosis may be postponed until a later date. Peritoneal 
absorption of toxin occurs in proportion to the toxicity and 
permeability of intestine in the cavity. Clinical differentiation 
should be made between arterial and venous mesenteric throm- 
bosis. Venous mesenteric thrombosis is a relatively benign 
condition as compared to arterial thrombosis, and recovery in 
man without surgical intervention may occur occasionally after 
venous thrombosis. The ability of intra-intestinal gas pressure 
to produce impoverishment of the blood supply of the intestinal 
wall should never be forgotten. This distention may produce 
all degrees of toxicity and even death. The laws of toxin 
production and absorption im complete intestinal obstruction 
necessitate in most cases the earliest possible relief of the organ- 
ism from toxin dosage, and a!! temporization procedures, if 
used, should be handled with the greatest care. 
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An asterisk (*) before a title indicates that the article is abstracted 
below. Single case reports and trials of new drugs are usually omitted. 


British Journal of Tuberculosis, London 
28: 153-208 (Oct.) 1934 
Allergy in Chronic Pulmonary Tuberculosis, R. C. Wingfield.—p. 155. 
New Immunizing Vaccine for Prevention and Treatment of Tubercu- 
losis. N. Raw.—p. 162. 
New Method of Treatment for Cases of Pulmonary Tuberculosis: Pre- 
liminary Report. G. Tippett.—p. 165. 
Treatment of Pulmonary Tuberculosis by Light Therapy. 
—p. 171. 
Treatment of Tuberculous Glands in Children. 
—p. 179. 
Prophylactic and Remedial 
MacMahon.—p. 184. 
Hemoptysis in Pulmonary Tuberculosis. R. R. Trail.—p. 190. 
Simple Pneumothorax Apparatus. C. H. Budge.—p. 194. 


A. Eidinow. 
C. P. G. Wakeley. 


Breathing and Physical Exercises. C. 


British Medical Journal, London 
2: 845-890 (Nov. 10) 1934 

Toxic Goiter: Survey of One Hundred and Twenty-Five Cases Treated 

Surgically. J. M. Graham and H. L. Wallace.—p. 845. 
*An Account of Obstetric Methods at St. Mary Abbots Hospital, Kensing- 

ton, with Comment on Maternal Mortality. G. W. Theobald.—p. 850. 
Diphtheria Immunization in School. W. G. Patterson.—p. 855. 
Undulant Fever and Contagious Abortion in Northumberland. 

Messer.—p. 856. 
Prognosis of Hematemesis: 

R. W. Nevin.—p. 858. 

Obstetric Methods.—Theobald states that a binder during 
labor is strongly contraindicated. Instead, the woman should 
sit up or adopt any convenient attitude that allows the fundus 
to fall forward. In this type of case the head tends to remain 
well above the pelvic inlet until the cervix is at least half 
dilated and until after the rupture of the membranes. The 
width of the pubic bone gives some help in estimating the 
difficulty of any given labor. In 846 confinements, cesarean 
section or induction of labor was not resorted to in the treat- 
ment of contracted pelvis or of the toxemias of pregnancy. 
Twelve of thirteen infants were born spontaneously with the 
occiput in the posterior position. The forceps rate was less 
than 3.5 per cent. The morbidity rate (fifteen cases) was, it 
is believed, the lowest recorded by any hospital in England. 
Rendering the urine alkaline during the puerperium by admin- 
istering potassium citrate is of importance in preventing mor- 
bidity. A technic for preventing mastitis and breast abscess is 
given. The value of the prophylactic use of antistreptococcus 
serum is stressed. The maternal mortality would be lessened 
if midwives were not allowed to make vaginal examinations. 
The increasing maternal mortality rate must be attributed to 
increased operative intervention. If the present policies are 
continued, a still further increase may be anticipated during 
this decade. There were sixty-eight stillbirths and neonatal 
deaths; twenty-six occurred in pregnancies of thirty weeks or 
less, fourteen infants were dead on admission, one was hydro- 
cephalic and another microcephalic, and six were markedly 
premature (three being twins). Of the remaining thirteen 
cases the death of the fetus was due to lack of operative 
intervention. 


East African Medical Journal, Nairobi 
: 11: 209-240 (Oct.) 1934 

Climate and White Settlement in the East African Highlands. A. 

Walter.—p. 210. 
Hemoglobinuria in Ukamba Native: 

—p. 226. 
Portable Anesthetic Apparatus. 
*Some Unusual Forms of Plague. A. W. Williams.—p. 229, 
Ointment for Use in Treatment of Ulcers. C. H. Brennan.—p. 233. 

Unusual Forms of Plague.—Williams reports five cases 
of plague of unusual clinical type. In each case a disease of 
quite different prognostic and clinical features was simulated, 
and none could be diagnosed as either bubonic or pneumonic 
plague. A!I were seen as inpatients in an area in which bubonic 
plague is endemic and local outbreaks of pneumonic plague 
occur from time to time. Buboes were absent in the cases and 
pulmonary lesions, when present, were not those of pneumonic 
Three of the five patients were ill for eight days or 
The assumption is that these 


A. I. 


Statistical Review. T. A. L. Davies and 


Note on Case. C. H. Brennan, 


J. A. Carman.—p. 227. 


plague. 
more and one actually recovered. 


usual in infections with Pasteurella pestis. The author believes 
that cases of this type are more likely to find their way irito 
the hospital than cases of bubonic or pneumonic plague and 
are likely to be diagnosed wrongly and, if undiagnosed, to be 
a source of danger to the nursing attendants when the plague 
bacilli are present in the sputum. The only logical practice 
seems to be, during an outbreak of plague or in an endemic 
area, to examine sputum smears for Pasteurella pestis not only 
in cases clinically resembling pneumonic plague but in every 
case of pneumonia admitted to the hospital. The cases were 
divided into (1) septicemic plague resembling toxic jaundice 
of yellow fever type, (2) septicemic plague resembling primary 
meningitis, (3) plague resembling pneumonia with delayed 
resolution and recovery, (4) plague resembling lobar pneumonia 
and (5) a history of fever of a duration of four days, cough 
with purulent sputum and diarrhea. Pasteurella pestis was 
found in the smears and cultures of all the cases. 


Irish Journal of Medical Science, Dublin 
No. 106: 543-590 (Oct.) 1934 

Observations on Results of Operative and Spontaneous Deliveries. T. M, 
Healy.—p. 543. 

The Progress of the Clean Milk Campaign in Dublin. 
B. Sal. 

Statistical Study of Public Health in County Wexford. L. 
D. B57. 

Collosol Iodine in Treatment of Pneumonias. R. V. 


J. W. Bigger.— 
S. Smyth— 


Murphy.—p. 563, 


Practitioner, London 
133: 553-656 (Nov.) 1934 
On Being Liverish. A. F. Hurst.—p. 553. 
Practical Value of Liver Function Tests. 
Surgical Treatment of Some Biliary and Hepatic Diseases. 
Woolf.—p. 571. 
Jaundice. A. C. Hampson.—p. 584. 
“New Method of Treating Celiac Disease. E. Pritchard.—p. 597. 
Difficulties in Diagnosis of Diabetes Mellitus. O. Leyton.—p. 609. 
Cisternal Puncture. W. M. Feldman.—p. 616. 
Abdominal Examination in Pregnancy. <A. E. Chisholm.—p. 628. 
Medicolegal Problems in General Practice: X. Judicial Functions of 

the General Medical Council. N. C. King.—p. 637. 

Treatment of Celiac Disease.—Pritchard is of the opinion 
that celiac disease is due mainly to improper diet and especially 
to an insufficient supply of the essential vitamins during early 
childhood, particularly vitamin B. The line of treatment that 
he presents is based on the assumption that the primary cause 
of the disease is an actual defect in the functions of absorption, 
which may or may not be associated with a general atrophic 
thinning out of the mucous membrane of the intestine, and 
also with considerable dilatation of both the large and the small 
intestine. Fats should not be restricted, for they constitute under 
normal conditions one of the most favorable sources of roughage 
and ensure a solid consistency of the stools. If fats are 
eliminated from the celiac patient’s diet, soaps cannot be formed 
in the intestine and there can be no good basis for a_ solid 
stool. The stools should be examined chemically and_ the 
presence of any considerable quantity of neutral fat, that is to 
say, unsplit fat, is a definite indication for the oral administra- 
tion of some pancreatic preparation. If celiac patients are fed 
exclusively on a sugar diet for a short time, as is necessitated by 
the carrying out of the author’s system of treatment, frothiness 
of the stools will disappear entirely. Fruits and vegetables are 
included, in that these, apart from milk, must serve as the almost 
exclusive sources of both vitamin and mineral elements. Protein 
foods are restricted, owing to their liability to undergo decom- 
position changes in the intestine and thereby increase the 
offensiveness of the stools and the dangers of intestinal intoxica- 
tion, which is the chief cause of the serious troubles of celiac 
disease—the wasting, the nervous symptoms and the relapses. 
The treatment of celiac disease, if it is to be rational and success- 
ful, must take into account the atrophic and atonic condition of 
the whole of the alimentary tract. Since owing to these dis- 
abilities comparatively little food can be absorbed, it is necessary 
to conserve the limited amount of nutritive material that is 
capable of reaching the blood stream. For this reason, all 
unnecessary loss of heat should be avoided by keeping the 
child warm and well clothed. All wasteful output of energy 
should be obviated. The amount and type of food employed in 
the author’s method are given. 


C. Newman.—p. 562. 


A. E. M, 
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Archives des Maladies du Ceeur, Paris 
27: 581-644 (Oct.) 1934 
Subepicardiac Infarct of Right Auricle Ruptured into Pericardium. 
Laignel-Lavastine, A. F. Liber and S. Bidou.—p. 581. 
Clinical Study of Gallop Rhythm. D. Routier and A. Van Bogaert.— 


p. 588. 
*Réle of Spleen in Water Metabolism: Test of Splenic Retraction After 


Salyrgan. J. Fliederbaum.—p. 601. 


The Spleen in Water Metabolism.—Fliederbaum observed 
twenty patients with enlarged spleens but without hydrops, 
edema or enlarged livers. They were given 2 cc. of salyrgan 
intravenously in the morning at rest. They were weighed 
before the injection and four and twenty-four hours afterward. 
The quantity of water in the blood was determined by the 
Bang method before and 10, 20, 30, 60, 120 and 240 minutes 
after the injection. The twenty-four hour secretion of urine 
was noted for three days preceding the experiment and each 
day of the experiment. During two hours before and four 
hours after the injection the hourly volume was determined. 
The volume of the spleen was determined before and every 
fifteen minuics during the first hour after the injection of 
salyrgan. It was then determined every hour for the first 
three hours, and finally twenty-four hours after the injection. 
The dimensions are indicated in centimeters: (1) the distance 
between the superior pole found by percussion and the farthest 
advanced lower point found by palpation, and (2) the distance 
between the most distant external border and that nearest to 
the linea alba. As a result of these observations he concludes 
that usually following injection of salyrgan there is an ener- 
getic contraction of the spleen in one or both diameters. At 
the same time considerable hydration of the blood is produced, 
increased diuresis results, and there is a considerable loss of 
weight. These changes authorize the conclusions that (1) the 
contraction of the spleen after the injection of salyrgan is 
caused by the expulsion of residual water of the spleen into 
the general circulation and from there in the urine and extra- 
renal elimination; (2) the spleen functions as a water reservoir, 
which empties itself after salyrgan injection, and (3) there 
often exists an increase in the water reserve in the diffuse 
splenomegalies. There is practical importance to the post- 
salyrgan splenic retraction. It is useful in the differential 
diagnosis of splenomegalies of different causes and in the study 
of different functional systems of the spleen. The absence of 
such contraction seems to have a certain prognostic importance 
in that it has been observed in all the cases in which roentgen 
therapy has been ineffective. Finally, the production of 
splenic retraction may relieve patients having a large painful 
spleen. 


Journal d’Urologie Méd. et Chirurgicale, Paris 
38: 193-288 (Sept.) 1934 
*Radical Curetting of Posterior Urethra. E. Franceschi.—p. 193. 
Traumatic Lesions of Kidney and Their Treatment. R. Redi.—p. 231. 
*Treatment of Varicocele by New Surgical Method. Z. do Amaral.— 

p. 249, 

Curetting of Posterior Urethra.—Franceschi has been 
impressed by the cystoscopic appearance of the urethral crista 
in cases of posterior urethritis. In some cases it is possible to 
see inflamed and visible orifices that are catheterizable, and in 
others it was impossible to see any orifice. In many such cases 
he has practiced electrical curetting with superficial patting of 
the crista. Finally it was decided to attempt systematic destruc- 
tion of the crista in the more serious cases. His purpose is to 
make certain that the products of massage of the vesicles and 
prostate are not obstructed at their orifices at the crista. 
Radical curetting of the posterior urethra consists in destruc- 
tion by coagulation (1) of all diseased parts cystoscopically 
visible between the membranous sphincter and the bladder neck, 
and (2) of the diseased crista. In order to control the good 
results it is necessary to observe the disappearance of all 
changes previously noted with restoration of the urethral 
mucosa to normal, and the disappearance of the swelling of the 
crista and its replacement on the smooth urethral surface by 
one or more openings of the canals normally existing at this 
level and which have been amputated. The treatment outlined 
is easily given to ambulatory patients. 
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Treatment of Varicocele—Do Amaral describes an 
operative’ treatment for varicocele, which he considers an 
improvement over earlier methods. It consists in an incision 
similar to that for inguinal hernia. The aponeurosis is 
separated as far as the inguinal ring and the cord exposed up 
to the testicle. The testicle is exteriorized by gentle traction 
on the cord or by compression of the testicle from below. The 
varicose veins are found and isolated, care being used to avoid 
rupture of the anastomoses. The sheath is inverted and fastened 
in place by two or three catgut sutures. The afferent canal and 
arteries and the accessory veins are separated from the dilated 
veins and placed under the oblique and transverse muscles, 
which are in their turn sutured to the crural ligament with 
catgut as in inguinal herniotomy. The testicle is replaced, with 
avoidance of a position close to the pubis and without torsion 
of the cord. The varicose veins may then be removed in the 
classic manner. The aponeurosis of the oblique is sutured and 
the skin closed. The author usually uses local anesthesia and 
occasionally spinal or general anesthesia. 


Schweizerische medizinische Wochenschrift, Basel 
64: 1001-1020 (Nov. 3) 1934 
Tonsillogenic Systemic Disorders. E. Luscher.—p. 1001. 
Significance of Para-Articular Bone Foci. F. Réthlisberger.—p. 1007. 
*Extra-Uterine Pregnancy in Presence of Intra-Uterine Pessary. R. 
Meyer-Wildisen.—p. 1009. 
*Chloroprivic Azotemia. K. Buinewitsch.—p. 1010. 
Abdominal Diagnosis and Blood Picture. Emmi Schinz.—p. 1011. 
“Influence of High Tension High Frequency Currents on Human Blood 

Pressure. R. F. von Fischer.—p. 1013. 

Extra-Uterine Pregnancy in Presence of Intra-Uterine 
Pessary. — Meyer-Wildisen reports the history of a woman, 
aged 32, the mother of several children, who, in order to pre- 
vent further pregnancies, used an intra-uterine pessary. Six 
months later she had uterine hemorrhages. Because an injury 
of the uterus or an extra-uterine pregnancy was considered 
probable, she consented to an operation, at which the uterus 
was found intact, but the right uterine tube was found to be 
greatly enlarged and to contain placenta-like tissues. The tube 
was resected and recovery was uneventful. The author cites 
other reports from the literature and stresses that intra-uterine 
pessaries do not always prevent pregnancy. The use of a 
pessary involves dangers to the woman employing it, and the 
author thinks that physicians should reject this method. 

Chloroprivic Azotemia.—Buinewitsch calls attention to the 
fact that in recent times increasing numbers of cases of chloro- 
privic azotemia have been reported. As a result of the loss 
of chlorides by diarrhea, vomiting, withdrawal of ascitic fluid 
or similar conditions, uremic symptoms develop and the exami- 
nation of the blood discloses a high rest nitrogen content. 
Opinions on the relationship between this azotemia and hypo- 
chloremia are still divided. According to his theory, water 
and sodium chloride are secreted in the tubules, and urea, uric 
acid and so on in the glomeruli. A molecular exchange takes 
place in the glomeruli: an equivalent amount of sodium chloride 
is reabsorbed again by the glomeruli and water is likewise 
taken up again, effecting a concentration of the urine in the 
glomeruli. Thus if the nitrogen excretion is conditioned by 
the molecular exchange, the quantity of nitrogen in the urine 
will decrease proportionately to the amount of sodium chloride 
present in the kidney for this exchange. If the organism loses 
considerable amounts of sodium chloride, the kidney loses cor- 
responding amounts, and consequently the nitrogen elimination 
is curtailed and azotemia develops. 

High Frequency Currents and Blood Pressure.—Von 
Fischer says that the influence of high frequency currents is 
considered by some as merely suggestive, while others consider 
them highly efficacious. When they were introduced by 
d’Arsonval (1897), it was pointed out that they influenced the 
vasomotor system and reduced the blood pressure. The author 
studied the influence of high tension high frequency currents 
on the blood pressure of thirty-three persons, by means of an 
apparatus with a tension of 220,000 volts and a frequency of 
from 800,000 to 1,000,000. In summarizing, he states that a 
single irradiation generally reduced the maximal pressure and 
had only a slight effect on the minimal pressure. The reduc- 
tion of the maximal pressure was absolutely and relatively 
higher, the higher the initial pressure had been. In case of 
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repeated applications, the results were similar to those of the 
first one. Regular repetitions of the treatment produced a 
lasting effect, which as a rule became manifest in a stabiliza- 
tion of the maximal pressure at a lower level. In case of 
abnormally low initial pressure, an increase may be effected in 
the maximal pressure. 


Progresos de la Clinica, Madrid 
42: 697-768 (Sept.) 1934 
Diabetes in Its Sanitary and Social Aspects. E. Carrasco Cadenas. 

—p. 697. 

Etiopathogenesis of Chronic Rheumatism: Classification of Its Varieties. 

P. Garrido de Salamanca.—p. 707. 

*Cholesterol, Ergosterol and Vascular Sclerosis. A. Gordonoff.—p. 721. 
Pulmonary Tuberculosis in Heart Diseases. L. del Barrio Moreno.— 

9. 732. 
ial of Right Azygos Vein: Anatomy, Roentgenography, Frequency 

and Pathology. I.. Gonzalez Rubio and A. de Calvo y Nieto.—p. 735. 
“Alterations of Leukocytic Formula Caused by Tuberculin Test. V. 

Navarro Marco and A. Luis Ciézar.—p. 740. 
Nitrophenine (Alpha-Dinitrophenol [1-2-4]) in Obesity. 

p. 744. 

Cholesterol, Ergosterol and Vascular Sclerosis.— 
Gordonoff says that through the administration of cholesterol 
to rabbits, along with their feedings, an experimental arterio- 
sclerosis is produced with lesions that are anatomically and 
functionally the same as those observed in human arterio- 
sclerosis. If, instead of cholesterol, ergosterol is given to the 
rabbits, arteriosclerosis also develops as long as the animals are 
exposed to direct sunshine for a sufficient length of time. The 
skin of man is a depot of ergosterol, which becomes activated 
by the influence of ultraviolet radiation. Ergosterol, as soon 
as it is activated by the ultraviolet radiation, enters the cir- 
culation and, under certain conditions especially related to the 
reaction of the blood pressure with hyperpressure, may be 
assimilated by the vascular system to produce arteriosclerosis. 
The author believes that there is a causal relation between the 
metabolism of the sterols and the development of human 
vascular sclerosis. He calls attention to the fact that male and 
female sex hormones are sterols, that there is a close relation- 
ship between the female hormones, the corpus luteum and 
cholesterol, and that senile sclerosis is in physiologic antagonism 
to the sex hormones in youth. He believes that the mentioned 
facts seem to indicate the possibility of treating sclerosis by 
means of sex hormones in the near future. 

Alterations of Leukocytes by Tuberculin Test.— Navarro 
Marco and Luis Ciézar made determinations of the leukocytic 
formula immediately after the injection of Koch old tuber- 
culin and half an hour after the injection in a group of tuber- 
culous and nontuberculous persons. The authors conclude that 
the intradermal tuberculin test is followed by changes of the 
blood formula in half of the number of cases of the whole 
group. The most marked variations consist in a diminution 
of the lymphocytes or an increase of the eosinophils. Both 
variations are more frequent in tuberculous than in nontuber- 
culous persons. The diminution of the lymphocytes is most 
marked between the ages of 18 and 26. The increase of 
eosinophils is most marked between the ages of 12 and 18. In 
both cases, sex has no influence on the variation. 


Dupuy.— 


Semana Médica, Buenos Aires 
41: 1073-1148 (Oct. 11) 1934. Partial Index 
*Roentgen Characteristics of Hypertrophy of Thymus. M. Acufia and 
Maria T. Vallino.—p. 1073. 
Prognosis of Myocardial Infarction. T. Padilla and P. Cossio.—p. 1080. 
Laryngeal Herpes Zoster. J. de la Cruz Correa.—p. 1083. 
Pathogenesis of Gynecomastia. C. Patino Mayer, A. R. Rossi and D. 
Boccia.—p. 1088. 
Basal Metabolism in Pulmonary Tuberculosis. R. A. Izzo, P. Lanz and 
A. Casanegra.—p. 1092. 
Ischio-Acetabular Fracture: Subluxation of Head of Femur and Frac- 
ture of Ischiopubic Ramus; Case. V. di Franco.—p. 1098. 
Sclero-Atrophic Encephalitis (Diffuse Sclerosis). R. Carrillo—p. 1114. 


Fractures of Proximal Epiphysis of Humerus. T. Gioia.—p. 1132. 


Roentgen Characteristics of Hypertrophy of Thymus. 
—Acufia and Vallino report two cases of hypertrophy of the 
thymus in nurslings. They say that in order to give a correct 
interpretation to mediastinal roentgen shadows it is advisable 
to make (1) the roentgenograms in the frontal view with the 
infant upright and during inspiration, (2) the profile roent- 
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genograms with the infant in the lateral view, so as to obtain 
the shadows of both the anterior and the posterior aspects of 
the mediastinum, and (3) a roentgenoscopy with the infant in 
different positions. By using this technic it is possible to 
avoid diagnostic errors due to insufficient or defective technics, 
The roentgen aspects of the mediastinal shadows, however, are 
multiple, because of the individual variations of the gland, 
The most certain criterion for the diagnosis is the response 
of the condition to roentgen therapy, since the application of 
roentgen irradiation rapidly exerts a beneficial action on the 
enlarged thymus, as proved by the clinical improvement aid 
by the regression of the thymus, visible in the roentgenograms, 
The results of the therapeutic test by themselves, however, 
cannot be considered of an absolute diagnostic value, but only 
when they confirm those of the clinical and roentgenologic 
examinations. The authors conclude by saying that one should 
be cautious in making a diagnosis of hypertrophy of the thymus 
in nurslings and that the diagnosis should be based on the 
results of the clinical and roentgenologic examinations con- 
firmed by those of the therapeutic test. 


Beitrage zur klinischen Chirurgie, Berlin 
160: 337-448 (Oct. 3) 1934 

*Stone-Free Stasis Gallbladder Considered from Surgical Point of View. 

R. Schrader.—p. 337. 
Failures and Hazards of Filatow’s Circular Pedicled Plastic. I. Linden. 

baum.—p. 359. 
Roentgenologic Studies of Old Urethral Tears with Contrast Mediums, 

E. Stoeter.—p. 369. 
Unilateral Removal of Large Intestine. H. Gerber.—p. 399. 
Diagnostic Cancer Tests. M. Bing and G. Marangos.—p. 417. 

Stone-Free Stasis Gallbladder.—The concept of stasis 
gallbladder implies, according to Schrader, an increased inflow 
of bile and retardation of the outflow. This study has for its 
aim the determination of the clinical significance of the stasis 
gallbladder and its ability to produce symptoms. In 140 
cholecystectomies performed at the Gottingen clinic, 115 gall- 
bladders contained stones while twenty-five were stone free. 
Before removal of the gallbladder, it was aspirated and the bile 
was submitted to the culture method of study, as well as to 
sedimentation and microscopic examination. The author 
describes three types of sediments: (1) granular crystalline 
bilirubin mucus, (2) drop-like brown-green partly stratified 
sediment and (3) a calcium microlith made up of calcium and 
protein resulting from damage to the liver. None of these 
could be said to be specific for a stone free stasis gallbladder, 
The histologic method of study consisted of removing a 
longitudinal strip of the wall of the gallbladder from the 
fundus down to the cystic duct. Acute cholecystitis was not 
found in a single instance. A frequent alteration consisted of 
accumulations of lymphocytes and of plasma cells in the mucosa, 
and of extravasated eosinophil leukocytes and edema together 
with young connective tissue in the submucosa. These altera- 
tions extended into the muscular and the fibrous layers. The 
lymphocytes always predominated. Suppurative processes, 
abscesses of the wall characteristic of acute cholecystitis, were 
never observed. A _ striking alteration was observed in the 
lymph vessels of the serosa and subserosa—an ascending lymph- 
angitis. According to the author, this lymphangitis was not 
the result of a subsiding acute cholecystitis, since the bile in 
every instance was found to be sterile and free from leukocytes. 
These gallbladders were thin walled and did not exhibit any 
evidence of healed suppurative processes such as scars. The 
clinical picture corresponded to the histologic picture. There 
was no fever or icterus. A slight tenderness in the area of 
the gallbladder and a sense of pressure in the epigastrium were 
usually present. Because of the constant alterations found in 
twenty out of the twenty-five gallbladders examined, such as 
scars, inflammation and edema, it is not necessary to invoke 
stasis as the cause of colic. In this material there were no 
instances of a functionally dyskinetic stasis .gallbladder as 
described by Westphal. Of the five cases that presented no 
pathologic alterations, colic persisted in two after removal of 
the gallbladder. Adhesions about a normal gallbladder or a 
narrow cystic duct do not constitute an indication for its 
removal. Evidence of ascending lymphangitis, adhesions about 
the neck, or enlarged lymph nodes in the area of the cystic duct 
make removal of the gallbladder advisable. 
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Deutsche medizinische Wochenschrift, Leipzig 
60: 1619-1662 (Oct. 26) 1934. Partial Index 

Electrical Functions in Skin During Colds. F. Munk.—p. 1619. 
Endo-Urethral Diathermy Operation in Hypertrophy of Prostate. H. 

Wildegans.—p. 1624. 

Operation and Carbohydrate Metabolism. H. Fuss.—p. 1627. 
Léffer’s or Clauberg’s Culture Mediums for Bacteriologic Diagnosis 

of Diphtheria Bacilli? B. Kemkes.—p. 1631. 

*How Does Mucin Act on the Stomach? Mahlo and Mulli.—p. 1632. 
*Early Diagnosis of Syphilis. H. T. Schreus.—p. 1633. 

Action of Mucin in Stomach.—Mahlo and Mulli maintain 
that, in addition to the protective action against thermic and 
mechanical influences, the gastric mucus also has certain colloid 
chemical functions. The most important of these, the capacity 
to absorb acid and to release it again by diffusion, is still in 
dispute. In order to gain a better insight into the acid-com- 
bining capacity of the mucus, the authors purified mucus by 
electrodialysis ; that is, they removed all carbonates, phosphates 
and organic compounds of low molecular nature. The mucin 
obtained in this manner has not lost its binding capacity for 
hydrochloric acid. The authors state that the adsorptive action 
is also chemical, for the ionization of the mucin increases 
together with the hydrogen ion concentration. This was 
demonstrated in conduction measurements, which revealed also 
that mucin and electrolytes influence each other. They found 
that in the acid medium the gastric mucin does not influence 
the ferments or absorb them. In water mucin swells into a 
viscous mass, and in an acid medium the viscosity values are 
higher than in the neutral medium. This observation contra- 
dicts that of another investigator, but the authors think that 
this is explained by the fact that gastric mucus contains a 
number of electrolytes, which influence the viscosity, and that 
the mucin they used had been purified by electrodialysis. In 
further studies they investigated whether there is a relationship 
between the quantity of hydrochloric acid and of mucus in the 
stomach and found that the production of mucin increases as 
the digestion advances. They propose a theory explaining how 
the mucin, the hydrochloric acid and the ferments act in the 
process of digestion. They conclude that the mucin has a 
number of protective and regulatory functions in the action of 
the hydrochloric acid and of the ferments, which are indepen- 
dent of nervous modifications. 

Early Diagnosis of Syphilis.—Schreus emphasizes that in 
the early diagnosis of syphilis the clinical manifestations do not 
play the important part that is frequently ascribed to them. 
In spite of the fact that the experienced observer can diagnose 
a syphilitic infection with a considerable degree of certainty 
from the typical clinical signs, these are not sufficient for a 
definite diagnosis and, alone, do not justify antisyphilitic treat- 
ment. It is necessary to demonstrate the spirochetes, because 
disturbances of a nonsyphilitic character may present quite 
similar symptoms, and the diagnosis of syphilis is of such vital 
importance for the patient that it cannot be made with too much 
care. The author stresses that it is a grave mistake to institute 
arsphenamine therapy merely because a suspected lesion is 
present and then to diagnose it as syphilitic if it heals in the 
course of the arsphenamine treatment, because a harmless pyo- 
dermia, a progenital herpes or simple balanitis may be diagnosed 
as syphilitic and subsequent clarification of the case is impos- 
sible. The author thinks that, if the demonstration of spiro- 
chetes should prove impossible, it would be less harmful to 
wait for the serologic reactions to become positive. In 
evaluating the three methods of demonstration of the spiro- 
chetes of syphilis (demonstration in the dark field, the stain- 
ing method and animal experimentation, he points out that the 
latter has no practical significance and that the staining method 
has considerable shortcomings, at any rate as far as the general 
practitioner is concerned. He considers the dark field method 
the most suitable one. He describes the preparation of the 
specimens and the differentiation of Spirochaeta pallida from 
other spirochetes. In discussing the serologic tests, the author 
emphasizes that the weakly positive outcome of the one or the 
other reaction is not sufficient proof for a definite diagnosis. 
Cases in which infection is suspected make a_ prolonged 
serologic control necessary. 
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Klinische Wochenschrift, Berlin 
13: 1449-1488 (Oct. 13) 1934. Partial Index 
Fate of Hemoglobin in Organism. K. Bingold.—p. 1451. 
*Mechanism of Normal and Increased Blood Pressure. T. Konschegg. 
—p. 1452. 
Loss of Chlorides from Organs of Rats Following Injection of Histamine 
and Withdrawal of Gastric Juice. K. A. Winter.—p. 1454. 
*Manifestations of Fluorescence in Cerebrospinal Fluid. F. Plaut, K. 
Bossert and M. Biilow.—p. 1455. 
Hypochloremia During Childhood. H. Seckel.—p. 1457. 
Sympathetic Peptic (Hormonic) and Toxic Gastritis in Experiment. 
H. Hanke.—p. 1461. 


Mechanism of Blood Pressure.—Konschegg points out 
that the different theories of the development of arterial hyper- 
tension avoid a consideration of the suprarenals, in spite of 
the fact that it is well known that the suprarenals are abso- 
lutely necessary for the maintenance of the normal pressure. 
It has been the author’s aim for several years to find a hor- 
mone basis of the blood pressure. His studies have convinced 
him that the largest portion of epinephrine that is demon- 
strated in the suprarenals is not present in them under physio- 
logic conditions but is artificially produced by the chemical 
method used for its extraction. However, further studies 
revealed that the suprarenals contain a substance with vaso- 
constrictive properties, and it was assumed that the substance 
is a lipoid combined epinephrine. It is readily possible to 
split epinephrine off from this substance, though its efficacy is 
greatly reduced by this process. On the other hand, it was 
demonstrated on vascular tissue that the addition of lipoid to 
epinephrine greatly increases its efficacy. The author further 
demonstrated the presence of this substance in the blood and 
showed on surviving intestine from a rabbit that the alcoholic 
blood extract has a tonicizing effect. In later experiments he 
succeeded in perfecting a colorimetric method for the quanti- 
tative determination of an oxidated form of the epinephrine 
that is split off from the lipoid combined vasoconstrictive sub- 
stance. This method revealed that the values are largely 
equivalent in normal blood pressure but much higher in hyper- 
tension, and it was even possible to determine within certain 
limits the degree of the hypertension. 


Fluorescence in Cerebrospinal Fluid. — Plaut and his 
collaborators found that small quantities of urobilin, which do 
not fluoresce in aqueous solutions, show a vivid green fluores- 
cence when added to cerebrospinal fluid. The intensity of 
fluorescence of urobilin produced by the cerebrospinal fluid is 
of the same intensity as that produced by zinc salt solution, 
and normal and pathologic cerebrospinal fluids produce the 
same effect. The action is not dependent on the minerals con- 
tained in the cerebrospinal fluid but rather on the colloidal 
constituents, particularly the colloids belonging to the globulin- 
free fraction. 


13: 1489-1520 (Oct. 20) 1934. Partial Index 
New Methods in Short Wave Therapy. J. Kowarschik.—p. 1493. 
Relations of Vitamin A and Its Previtaminic Forms to Hepatic Injuries 
and to Resistance Against Infections. E. Schneider and E. Widmann. 
p. 1497. 
*Cerebral Changes Following Injection of Soap Solutions into Uterus. 
S. Kornyey.—p. 1502. 
Severe Visual Disturbances During Pregnancy Caused by Lesion of 
Chiasm. G. FPerémy.—p. 1505. 
Thyrotropic Substances in Human Urine. B. Giedosz.—p. 1507 
Cleft Hands and Cleft Feet with Oligodactylia. A. W. Kellner.— 
p. 1507. 
*Variety of Babinski’s Great Toe Phenomenon. H. Stefan.—p. 1509. 
Cerebral Changes Following Injection of Soap Solu- 
tions into Uterus.—Kornyey relates the history of a woman, 
aged 40, who lost consciousness following injection of soap 
solution into the uterus. Later there developed general tonic 
spasms with recurrent clonic spasms. Death followed about 
twenty hours after the woman had introduced the soap suds for 
the purpose of inducing an abortion. The necropsy disclosed 
no signs indicating an air embolism in the right side of the heart. 
Microscopic examination of the brain revealed numerous pale 
areas and absence of inflammatory changes. The pathologic 
changes correspond to an extensive impairment of the cerebral 
cortex as it is observed in severe disturbances caused by vas- 
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cular changes. Since there was no possibility for a para- 
doxical embolism, the acute appearance and the persistence of 
a cerebral anemia can be explained by the assumption of a 
change in the blood caused by an admixture of soap. This 
indicates for the treatment the necessity of the transfusion of 
a large amount of blood. However, even this measure may 
be expected to be successful only when it is done soon after 
the injection of a soap solution. Since the changes observed 
in this case have been observed also in other disturbances of 
pregnancy, which concur with convulsions (eclampsia, uremia), 
they cannot be considered proof of a criminal abortion. 

Variety of Babinski’s Great Toe Phenomenon.—Stefan 
points out that Babinski’s great toe reflex is an abnormal cuta- 
neous reflex and indicates the interruption of the pyramidal tract 
at some point. An extensive literature shows that the reflexo- 
genic zone for the hyperextension of the great toe is not limited 
to the region of the sole of the foot. Babinski elicited the reflex 
by stimulating the lateral edge of the foot, while other authors 
showed that it could be elicited by the stimulation of other 
regions. Gerhartz in his studies on spastic reflexes differentiated 
two groups, those due to cortical disturbances and those due to 
pyramidal disorders. Later Gerhartz described an_ isolated 
reflex in spastic conditions, was able to show in postmortem 
examinations that the pertaining reflex center is in the cerebral 
cortex on the contralateral side of the body, and was con- 
vinced that this was a cortical spastic reflex. The author is 
able to corroborate these statements at least in part. He states 
that the isolated cortical spastic reflex described by Gerhartz 
may appear isolated but also in other forms. He thinks that 
it is not entirely clear as yet whether the reflex is purely 
cortical. He is inclined to believe that this great toe phenome- 
non is likewise a variation of the Babinski reflex, the reflex 
zone of which is localized in the adductor region on the inner 
side of the thigh. Another form of elicitability of Babinski’s 
great toe phenomenon is the symptom of Weil-Edelmann. It 
had been pointed out by Edelmann in former years that 
Babinski’s phenomenon may be elicited if the leg that is 
extended at the knee joint is being bent at the hip joint. The 
author observed the Weil-Edelmann sign, in addition to Kernig’s 
symptom, in a case of tuberculous meningitis. The significance 
of the Weil-Edelmann sign in meningeal inflammations has 
been pointed out also by other investigators. It may be elicited 
during the beginning stages of meningitic processes and occa- 
sionally even when Kernig’s phenomenon is absent. 


Medizinische Klinik, Berlin 
30: 1413-1444 (Oct. 26) 1934. Partial Index 

Development, Estimation and Treatment of Pulmonary Emphysema. 

R. Herbst.—p. 1413. 
Smoking Habit, Nicotine Addiction and Symptoms of Abstinence. H. 

Schoenemann.—p. 1417. 
*Méniére’s Syndrome of Allergic Origin. E. Urbach and J. Wilder. 

p. 1420. 
Intravenous Continuous Drop Infusion in Nurslings. E. Hacker. 
p. 1422. 

Alimentary Galactosuria in Pulmonary Diseases. Z. Brill.—p. 1422. 

Méniére’s Syndrome of Allergic Origin.—Urbach and 
Wilder describe a case of Méniére-like vertigo. The distur- 
bance was accompanied by frequent lapses into unconsciousness, 
attacks of urticaria, Quincke’s edema, vomiting, mucous enteritis 
and paresthesias. It developed following an injection of horse 
serum. Experiments demonstrated that the symptoms could 
be suppressed by a milk diet or by medication with type specific 
peptone preparations, whereas the ingestion of pork elicited 
the attacks again. The authors think that an allergic origin 
of the Méniére syndrome is not frequent but that it should 
be assumed when other allergic disorders exist at the same time 
and when exclusion and exposure demonstrate a direct connec- 
tion with the allergen. They point out that in the treatment 
of severe forms of nutritive allergy, particularly in those which 
are accompanied by symptoms of the central nervous system, 
of the gastro-intestinal tract and of the respiratory tract, the 
doses of type specific peptone preparation that are taken before 
a meal must be considerably larger than those which are 
required if only cutaneous allergic symptoms develop. 
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Miunchener medizinische Wochenschrift, Munich 
81: 1603-1640 (Oct. 19) 1934. Partial Index 


Treatment of Trigeminal Neuralgia. O. Dyes.—p. 1603. 
Treatment of Fractures of Base of Skull. Hesse.—p. 1605. 


*Emaciation of Cerebral Origin. H. Stefan.—p. 1608. 
Treatment of Sprue-Tetany with Irradiated Ergosterol Preparation, 

W. Rieder.—p. 1610. 

Resorption and Elimination of Curcumin, N. Henning and O. Kinzel, 
p. 1611. 

Percutaneous Salicyl Therapy in Rheumatic Disorders. Sauerwald.— 

p. 1612. 

Fractures of Bodies of Cervical Vertebra During Swimming and During 

Gymnastic Exercises. H. Hellner.—p. 1615. 

*Development of Cicatricial Carcinoma Following Use of Protective 

Bandage of Insulating Tape. W. Bungeler.—p. 1619. 

Spirochetal Sepsis and Etiology of Hepatosplenomegalies. K. LuSicky 

and A. Zuk.—p. 1621. 

Emaciation of Cerebral Origin.—Stefan describes cases 
of cerebral emaciation that developed after encephalitis, after 
manganese poisoning or in dementia paralytica. He calls 
attention to the rarity of this disorder and to certain interest- 
ing secondary manifestations, reviews the literature and dis- 
cusses the microscopic changes. He believes that the condition 
may be the result of severe damage to sympathetic centers in 
the interbrain but that the exact localization is as yet impossible. 


Cicatricial Carcinoma.—Biingeler relates the history of a 
man, aged 43, who, while welding a copper tube, sustained a 
burn the size of a half dollar (30 mm.) on the dorsal side of 
the right wrist joint. The patient did not ask medical aid 
for the treatment of this burn but merely covered it with oil 
and several hours later washed it and applied a dry bandage. 
The wound healed slowly in about four weeks but repeatedly 
opened again at the edges and bled slightly. Since adhesive 
tape was not available, he applied black insulating tape directly 
onto the scar of the burn. Gradually there developed at the 
edge of the wound a small nodule. The patient was in the 
habit of bandaging it securely. He removed the insulating 
tape after working hours and removed the black color of the 
skin by means of benzine. About four months after the burn 
he consulted a physician. The growth, the size of a bean, was 
removed and the wound healed within ten days. The physician 
sent it in for histologic examination, which disclosed a 
squamous-cell epithelioma. The histologic picture resembled 
greatly that of an experimental tar carcinoma. Since the 
insulating tape contains a certain amount of tar, the author 
assumes that the use of this tape was the cause of the rapid 
development of the growth. By cleaning and thus defatting 
the skin with benzine, the patient produced unwittingly all the 
requirements for the development of an experimental tar 
carcinoma. 

$1: 1641-1678 (Oct. 26) 1934. Partial Index 
Treatment of Diabetic Gangrene from Point of View of Internist. 

H. Baur.—p. 1641. 

Surgical Considerations in Treatment of Diabetic Gangrene. FE. Seifert. 
p. 1645. 
“New Possibilities of Practical Diagnosis of Anemia (Results of Eryth- 

rocytometry). H. E. Bock.—p. 1646. 

Experiences with New Meinicke Clarification Reaction in Cerebrospinal 

Fluid. E. Christiani.—p. 1660. 

*Does Presence of Diphtheria Bacilli in Nose and Auditory Meatus 

Involve Danger of Infection for Surroundings of Bacillary Carriers? 

T. Hiinermann.—p. 1661. 

Erythrocytometry in Anemia.—Bock calls attention to 
the so-called diffraction micrometry introduced by Pijper for 
the measurement of erythrocytes and describes observations he 
made with a simplified apparatus in patients with pernicious 
anemia, hepatic disturbances, gastric carcinoma and certain 
forms of achylia, and also in those who have had severe hem- 
orrhages and in cases of macrocytosis of the bone marrow. 
Erythrocytometry is helpful in the diagnosis and in the treat- 
ment of pernicious anemia. The mean diameter of erythrocytes 
in all cases of untreated pernicious anemia is in excess of 
8 microns, the mean being 8.35 microns. In addition to the 
enlargement of the diameter, there is a definite broadening and 
a certain vagueness of the diffraction pictures as manifestation 
of anisocytosis and poikilocytosis. This anisomegalocytosis 
differentiates pernicious anemia diffractometrically from other 
forms of anemia. Pijper’s diffraction micrometry is also a 
simple, most reliable and highly sensitive method for super- 
vising the therapy. Remission obtained by liver therapy is 
indicated by a progressive reduction in the diameter and by 
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a decrease in the anisopoikilocytosis. The aim of the treat- 
ment has not been accomplished unless complete normalization 
of the diffraction picture has been effected. Intensive liver 
therapy must be continued until the diameter has been reduced 
below 7.75 microns. Relapses become manifest in renewed 
enlargement of the mean diameter. Erythrocytometric studies 
in liver diseases convinced the author that enlargement of the 
mean diameter to macrocytic values of more than 7.65 microns 
indicates parenchymal impairment. The macrocytosis of liver 
disease has .a mean diameter of 7.95 microns. In spite of the 
fact that in certain syphilitic liver disturbances diameters may 
be measured that correspond to those of pernicious anemia, it 
is nevertheless possible to differentiate them by erythrocy- 
tometry from untreated cases of pernicious anemia. Anisocy- 
tosis, which becomes manifest in the width of the spectral 
rings, is unusually rare, and poikilocytosis, which manifests 
itself in the vagueness of the colored corona, is entirely absent 
in hepatic disease. In anemia that develops in carcinoma of 
the stomach, there exists, in approximately one half of the 
cases, an anisomacrocytosis of between 7.65 microns and 8.3 
microns (mean diameter 7.94 microns) as soon as the hemo- 
globin content goes below 60 per cent. This type of macro- 
cytosis has significance in the diagnosis of gastric carcinoma. 
Gastric achylias that exist for several years may cause macro- 
cytosis. After severe hemorrhages there may exist an aniso- 
macrocytosis with approximately the same median diameter as 
that of “gastric macrocytosis.” This phenomenon is of only 
short duration, but its existence indicates that blood transfu- 
sion is advisable. The macrocytoses of the bone marrow are 
as yet of but slight diagnostic significance; they are found in 
systemic diseases of the hematopoietic apparatus and in cases 
with metastases of the bone marrow. 

Diphtheria Bacilli in Nose or Auditory Meatus. — 
Hiinermann states that diphtheria bacilli, which frequently are 
virulent, may generally be demonstrated in the nasal secretion 
of patients with atrophic rhinitis, ozena or dry mucous mem- 
branes with crust formation. The same observation may be 
made on patients with chronic eczema of the auditory meatus. 
However, clinical observations indicate that these patients do 
not present a source of infection for their surroundings, and 
thus it is not necessary to submit them to the same strict 
regulations that are applied to those diphtheria bacillus carriers 
who recently have suffered from acute diphtheria. 


Wiener klinische Wochenschrift, Vienna 
47: 1281-1312 (Oct. 26) 1934. Partial Index 

New Methods of Prognostic Diagnosis of Tuberculosis During Childhood. 

F. von Groer.—p. 1281. 

*Studies on Fat Content of Blood and Pathogenesis of Obesity (Lipoitrin 

Resistance). W. Raab.—p. 1284. 

Polypous, Nonulcerated Gastric Tuberculosis. J. G. Knoflach and R. 

Pape.—p. 1288. 

*Primary Oliguria. E. Lauda.—p. 1290. 
Treatment of Asthma. L. Hollés.—p. 1294. 

Fat Content of Blood and Pathogenesis of Obesity.— 
Raab summarizes his studies on the fat content of the blood 
of obese persons as follows: 1. The fat content of the blood 
of obese persons (while the stomach is empty) shows no marked 
deviation from the norm. 2. The alimentary lipemic curve, 
following an oil tolerance test, increases in the majority of 
obese persons slightly less than in normal persons. 3. The con- 
siderable reduction or complete abolition of the oil tolerance 
curve, which is noticeable in normal persons following the 
administration of the blood-fat-reducing, hypophyseal hormone 
(lipoitrin), is in obese persons either entirely absent or hardly 
at all noticeable. 4. Since in the animal experiment the lipoitrin 
effect is absent after the surgical as well as after the pharmaco- 
logic exclusion of the diencephalic metabolic center (tuber 
cinereum), it seems justifiable to assume that a lack of the 
lipoitrin action (determined on the basis of the oil tolerance 
curve) indicates a reduced reactivity of the diencephalic “fat 
center” in human obesity. Moreover, it is known that insuf- 
ficient collaboration of the hypophyseodiencephalic system leads 
to the formation of deposits of fat in the periphery. 5. In cases 
of postencephalitic obesity, in diencephalic tumors and so on, 
the absence of the lipoitrin effect is more or less self evident; 
in cases in which there exist no signs of an organic lesion of 
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the tuber cinereum, the lack oi the lipoitrin action may be 
interpreted as being caused by a lack of reactivity on the part 
of the “fat center.” 6. The resistance to lipoitrin in many cases 
of obesity and the lack of an action in lipoitrin, which would 
mobilize the fat in the peripheral depots, explain the failure 
of hypophyseal hormone therapy in obesity. 

Primary Oliguria.—Lauda reports the history of a patient 
with primary oliguria, which seems to contradict the usual 
classification of oliguria. On a normal diet, the patient 
exhibited oliguria. During various periods of the metabolic 
experiment, on elimination and retention of additional quantities 
of sodium chloride or of water, he showed a widely differing 
behavior. At times there was normal or even supernormal 
sodium chloride elimination and normal water concentration ; 
at other times the addition of salt was excreted normally, but 
there was a maximal retention of water; then again there 
was a disturbance that became manifest in retention of sodium 
chloride. It was demonstrated again and again that the out- 
come of the water test depended on the phase of the sodium 
chloride metabolism. Repeated tests revealed that the patient 
had a primary oliguria caused by sodium chloride retention. 
The author emphasizes that, if tests are made on such patients 
without knowledge of the preceding dietetic period, the examiner 
may obtain at first one and then another result. Thus it would 
be possible to diagnose the same condition sometimes as con- 
constitutional renal oliguria and at other times as oliguria 
caused by water retention. The author thinks that in the 
so-called combination forms with sodium chloride and water 
retention it may be suspected that the dominating sodium 
chloride retention has not been correctly recognized. There is 
definite proof only for the existence of oliguria caused by 
oligodipsia and for oliguria caused by sodium chloride reten- 
tion. The latter type may be subdivided into three groups: 
those in which sodium chloride is retained in large quantities 
so that edemas develop, those which lead to hydrolipomatosis 
or to sodium chloride-water obesity, respectively, and finally 
those, like the reported case, in which there exists only a 
certain torpidity in the reactivity of the tissues or of a certain 
center toward a greater sodium chloride content and in which 
there exists a temporary sodium chloride retention with con- 
secutive oliguria. In regard to the question of the localization 
of this disturbance, the author cites Jungmann, who assumed 
a regulatory disturbance in the interbrain, particularly the 
hypophysis. In the reported case this localization is likely, 
because of the presence of hypophyseal symptoms. 


Zentralblatt fiir Gynakologie, Leipzig 
38: 2529-2592 (Oct. 27) 1934 

Two Pelves Contracted by Osteodystrophia and Significance of Osteodys- 

trophia Fibrosa in Gynecology. P. Esch.—p. 2530. 
*Elephantiasis and Pregnancy. A. Bauereisen.—p. 2539. 
*Genesis of Toxicoses of Pregnancy, Particularly of Hyperemesis. K. von 

Oettingen.—p. 2545. 
Local Puerperal Disturbances and Circulatory System. E. M. Kaplun 

and F. I. Witenstein.—p. 2550. 
Rare Birth Injury in Pelvic Presentation. R. Pohl.—p. 2554. 
Care of Umbilical Cord in the New-Born. S. Sztehlo.—p. 2556. 

Elephantiasis and Pregnancy.—Bauereisen says that there 
are two types of elephantiasis, the tropical form caused by 
Filaria sanguinis Bancrofti and the form occurring in the tem- 
perate zone, the etiology of which has not been cleared up as 
yet. Elephantiasis most frequently involves the lower extremi- 
ties, but it has been known to involve the arm in case of car- 
cinoma of the breast, and another site of predilection is the 
external genitalia. The author observed a case of verrucous 
elephantiasis of the abdomen, which is rather rare. He 
describes this case. He describes the histories of two women, 
referred to him for interruption of the pregnancy. He is con- 
vinced that elephantiasis does not necessitate an interruption 
of pregnancy, for the elephantiasic swellings may be influenced 
favorably by conservative measures. He found that a vege- 
tarian, salt-free diet with restriction of the fluid intake is 
especially helpful. If the lymphatic stasis becomes exacerbated 
by a complicating puerperal thrombosis, it appears that preg- 
nancy, delivery and puerperium help to loosen the tissues and 
improve the circulation. Surgical measures, which were tried 
in these cases, were of slight value. He maintains that the 
elephantiasic swellings of the external genitalia, which may 
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make the birth of the fetal head difficult, are no indication for 
interruption of the pregnancy, because delivery by cesarean 
section involves almost no danger. He emphasizes that con- 
servative measures should always be tried first. Elevation of 
the diseased members, massage, diathermy, hot baths, injec- 
tion of a lysine or of pepsin preparations, mustard poultices, 
hormone preparations and particularly a vegetarian and salt- 
free diet may be tried successively or in combination. In 
severe cases surgical methods will have to be resorted to. 
He doubts the efficacy of the silk thread method of Handley. 
The Lanz-Kondoleon operation gives better results. Other 
surgeons have recommended the implantation of tissues that 
contain lymph vessels to stimulate the formation of new lymph 
vessels, but so far without success. Others have recommended 
throttling of the blood supply by ligation of the main artery. 
This, however, may lead to gangrene and should be resorted 
to only if amputation could not be avoided in any event. 
Genesis of Hyperemesis of Pregnancy.—Von Oettingen 
advances evidence to the effect that psychic elements are not 
the primary factors in the pathogenesis of the hyperemesis of 
pregnancy, but that the primary moment is always an organic 
element. He admits that the manifestations of these organic 
disturbances may become exacerbated by psychic factors. He 
considers waste products of metabolism, produced in greater 
quantity during pregnancy by the organs of the pregnant 
woman and by the fetus, the primary eliciting agent. <A 
toxicosis develops when the combining capacity of the serum, 
from overtaxing, is no longer adequate and if simultaneously or 
subsequently it impairs the function of the excreting organs. 


Nederlandsch Tijdschrift voor Geneeskunde, Haarlem 
78: 5013-5112 (Nov. 3) 1934 
Regenerative Gastritis or Ventricular Carcinoma. H. T. 
p. 5016. 
*Peripheral Nerve Lesions After Carbon Monoxide Poisoning. W. Kat. 
—p. 5022. 
Medicine and Doctrine of Heredity. P. J. Waardenburg.—p. 5032. 
Osteitis Deformans and Psychosis. J. Lobstein.—p. 5051. 
Osteitis Deformans in Unusual Localization. J. E. Schulte.—p. 5054. 
Peripheral Nerve Lesions After Carbon Monoxide 
Poisoning.—Kat refers to three cases of peripheral nerve 
lesions complicating carbon monoxide poisoning. The patients 
presented deep infiltrations of a cartilaginous consistency in 
the muscles. Two of them presented marked trophic distur- 
bances. The main theories with regard to this lesion are those 
assuming (1) a toxic action on the nerve trunks, (2) an asphyxia 
of the nerve tissue, (3) a toxic action on the blood vessels 
causing stasis and hemorrhage, and (4) mechanical lesions of 
the nerves by the abnormal position of the extremities during 
coma. The author attributes great importance to the infiltra- 
tions in the muscular tissue as an explanation of the patho- 
genesis. In his opinion, hemorrhage and reactive edema of 
muscles occur as a result of vascular intoxication to which a 
mechanical factor is added; the nerve lesions are caused by 
pressure on the nerve trunks or the plexuses in these extremely 
hard infiltrations. Under this assumption, which might be 
called a primarily toxic, secondarily mechanical theory, the 
muscular infiltrations are to be regarded as an indispensable 
condition for the causation of the nerve lesions. 


Deelman.— 


Bibliotek for Leger, Copenhagen 
126: 429-480 (Oct.) 1934 
Roentgen Examination of Gastric Mucous Membrane. E. de F. Licht. 
—p. 429. 


*Gastroduodenitis. T. Andersen.—p. 447. 


Gastroduodenitis.—Andersen concludes from his investi- 
gations that manifest hemorrhage in patients suffering from 
gastroduodenitis does not afford evidence of a complicating 
ulcer. Apart from the cases of pyloric stenosis, definite roent- 
genologic signs of ulcer do not justify the clinical distinction 
of patients having such roentgenologic changes from patients 
who lack the roentgenologic changes but otherwise present the 


same clinical picture. He would group these cases together 


under the designation of gastroduodenitis. He states that a 
retention of six hours is without significance in the diagnosis 
of gastroduodenitis with or without ulcer; a retention of only 
twelve hours has a practical value in the clinic. 
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Hospitalstidende, Copenhagen 
77: 1133-1144 (Oct. 16) 1934 


*Acute Idiopathic Hematoporphyria: Case. H. E. Nielsen.—p. 1133, 
Diastase Content in Cerebrospinal Fluid. O. J. Nielsen.—p. 1139. 


Acute Idiopathic Hematoporphyria.—Nielsen’s case, in a 
man aged 35 and previously healthy, resembled an acute intoxi- 
cation in many respects. There was sudden onset of violent 
colic-like pain, accompanied by pronounced constipation. After 
two weeks psychic disturbances appeared, lasting about three 
weeks. During this time paresis of both upper extremities 
developed and hematoporphyrin was confirmed in the urine, 
The patient gradually improved. Considerable atrophy of the 
mu: ilature of the upper extremities was still present on 
examination a month after discharge. 


77: 1173-1200 (Oct. 30) 1934 
*Investigation on Physiology of Cancer Cells. <A. Fischer.—p. 1173. 
Investigation on Capillary Resistance. III. No Likelihood of C Avita- 

minosis as Etiologic Factor in Gastric Ulcer. P. Schultzer.—p. 1190, 
Can Positive Seroreaction in Syphilis Disappear Without Treatment? H, 

Boas.—p. 1197. 

Physiology of Cancer Cells.— Fischer says that tumor 
cells carry in them the germ of their self destruction. They 
are so labile that influences which do not affect normal cells 
cause the tumor cells to react with cell division. On the other 
hand, they are in a state of chronic destruction incessantly 
leading to physiologic regeneration. A cancer tumor may really 
be regarded as tissue in a condition of continuous proliferation 
through the constant forming of new multiple wounds. Where 
in the cells the cause of their lability and short lifetime is to 
be sought is still unknown. 


Norsk Magasin for Legevidenskapen, Oslo 
1113-1216 (Oct.) 1934 

Size of New-Born Twins. G. H. M. Waaler.—p. 1113. 

Investigation on Hemoglobin Content of Blood in Fifty Healthy Men, 
O. Jervell and G. H. M. Waaler.—p. 1141. 

*Investigation on Causes of Unsatisfactory and Negative Results of 
Gastro-Enterostomy in Patients with Duodenal and Gastric Ulcers 
Near Pylorus. A. Grevle.—p. 1152. 

Continued Investigations on Mineral Metabolism: IV. Effect of Mineral 
Preparation ‘“‘Kalfositt."". K. U. Toverud and G. Toverud.—p. 1180. 
Causes of Unsatisfactory Results of Gastro-Enteros- 

tomy. —Grevle’s material comprises seventy-eight patients, 

observed for from one to sixteen years, who have answered his 
questionnaires. Fifty-one are cured. In twenty of the remain- 
ing twenty-seven with more or less marked disturbances he 
made clinical and roentgenologic examinations and presents the 
results in detail. He finds that the anastomosis lies too far 
to the left in practically all cases. Except in two instances, 
emptying occurs by both pylorus and anastomosis. In two 
cases the acidity is increased, in some it is unchanged, and in 
half of the cases there is anacidity. A peptic ulcer was revealed 
in a woman with anacidity. The best results are seen in elder 

patients and the poorest in patients aged between 15 and 20. 

There is no evidence that the duration of the disorder influences 

the results of the operation. 


Ugeskrift for Leger, Copenhagen 
96: 1153-1178 (Oct. 25) 1934 

Sanocrysin Treatment of Pleuritis, with Introductory Remarks on Present 
Point of View on Sanocrysin Treatment. K. Secher.—p. 1153. 

*Establishment of Immune Agglutinin and Corresponding New Blood Type 
Characteristics: Preliminary Report. P. H. Andresen.—p. 1159. 

Amidopyrine-Agranulocytosis and Frequency of Achylia. O. Moltke.— 
p. 1160. 

Another Fatal Case of Agranulocytosis After Amidopyrine (Cibalgin). 
C. Holten, H. E. Nielsen and K. Transbgl.—p. 1162. 
Establishment of New Blood Type Characteristic.— 

Andresen found an immune receptor, temporarily designated 

as X, in about 94 per cent of the persons examined. There is, 

he says, no relation between the presence of the X receptor 
and the receptors of the ABO and MN systems. The agglu- 
tinin anti-X is apparently formed on injection of human blood 
corpuscles into rabbits, but purification of the agglutinin is not 
so easily accomplished as that of anti-M and anti-N agglutinins. 

Although the agglutinin is perhaps often present, it cannot be 

assumed to disturb the M and N determination, since it is easily 

removed and appears only in weak concentrations in comparison 
to the anti-M and anti-N reagents applied in the practice. 
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